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ADDRESS  OF  THE  PRESIDENT, 

FRANCK    HYATT,     M.D. 


Gentlemen:  While  I  fully  appreciated  the  honor  of  being 
chosen  as  your  presiding  ol^cer  for  this  year,  yet  it  was  with 
reluctance  that  I   accepted.     Not  that  I  was  unwilling  to  con- 
tribute in  every  way  within  my  power  to  the  success  of  the 
meeting,  but  because  I   realized  the  obligations   which  would 
rest  upon  me  and  felt  that  some  one  more  capable  and  worthy 
should  be  selected.     I  regret  the  necessity  which  custom  has 
established  of  delivering  an  address,  as  I  am  sure  the  time  could 
be  spent  more  profitably  in  the  present  instance  in  listening  to 
the  list  of  papers  on  our  program  and  the  discussions  they  will 
o-ive  rise  to.     Since  it  is  incumbent  upon  me,  though,  I  will-be 
as  brief  as  possible.     To  give  a,  comprehensive  resiund  of  the 
work  of  the  past  year  in  those  important  branches  of  medicine 
with  which  this  Society  is  chiefly  concerned  would  much  exceed 
the  limit  of  time  allotted  me,  hence,  I  will  confine  my  remarks 
to  simply  mentioning  some  of  the  most  noteworthy  achieve- 
ments.    In  the  course  of  all  scientific  progress,  as  every  one 
who  has  been  observant  must  have  remarked,  certain  special 
subjects  will  attract  at  periods  almost  general   attention  and 
provoke    discussion   in  the  periodicals   and    learned   societies. 
While  at  the  time  being  there  may- be  written  and  spoken  much 
that  is  too  radical  or  extreme,  or   of  no  real   consequence,  yet 
there  ultimately  results  good  from  this  concentrated  attention ; 
certain  tendencies  become  manifest,  and  certain  particular  facts 
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and  general  laws  seem  in  the  end  by  universal  agreement  to  be 
established.  So  each  year  becomes  as  it  were  historical  for  its 
association  with  some  special  scientific  development.  It  cannot 
be  fairly  said  that  the  year  just  passed  has  been  marked  by  any 
startling  discoveries  or  epoch-making  achievements  in  the 
departments  of  laryngolog}^  rhinology,  or  otology,  yet  there 
has  been  an  amount  of  steady  unremitting  application  which  has 
kept  these  branches  quite  apace  with  the  advance  of  medical 
science  generally.  Until  very  recently  rhinology  was  not 
accorded  the  place  it  deserves,  but  lately  it  has  been  growing 
in  importance,  and  last  year  the  nose  and  its  diseases  received 
a  greater  amount  of  attention  than  the  ear  and  the  lar5'nx. 
Take,  for  example,  the  proceedings  of  the  Belgian  Society  of 
Otology  and  Laryngology,  at  its  meeting  in  Brussels  last  June; 
although  rhinology  is  not  honored  in  the  title  of  this  society, 
yet  we  find  that  about  seventy-five  per  cent,  of  the  papers  pre- 
sented were  devoted  to  the  organ  of  smell.  One  of  the  diseases 
of  the  nose  especiall}'  favored  with  attention  at  this  congress 
was  ozoena;  while  nothing  new  as  regards  its  etiology  or  path- 
ology appears  to  have  been  brought  out,  there  was  a  statement 
made  by  Capart  as  to  treatment  which  is  rather  surprising.  By 
electricity,  this  authority  said,  ninety  per  cent,  of  all  cases  of 
atrophic  rhinitis  could  be  cured,  and  that  too,  in  a  single  sitting. 
It  was  necessary  generall}^  he  said,  to  have  a  current  of  twenty 
milliamperes,  which  should  be  continued  about  twenty  minutes. 
There  has  been  considerable  investigation  during  the  year,  also, 
upon  the  value  of  electricity  applied  for  other  purposes  to  the 
nose.  By  no  one  has  electrolysis  for  the  reduction  of  spurs  of 
the  septum  been  more  faithfully  pursued  than  by  W.  L.  Ballen- 
ger,  who,  in  an  exhaustive  article  has  given  us  the  siim  of  his 
experience.  He  states  that  while  it  is  not  so  simple  or  so 
effective  a  remedy  as  some  have  been  disposed  to  hold  it,  yet  it 
is  a  method  of  treatment  well  adapted  to  small  spurs,  the  cur- 
rent necessary  being  from  twelve  to  twenty-seven  milliamperes 
continued  from  ten  to  twenty-seven  minutes.  The  nasal  neu- 
roses were  not  so  much  discussed  as  they  have  been  in  some  pre- 
vious years.  The  only  observation  worthy  of  mention  under  this 
head  being  that  of  W.  F.  Strangway,  who,  on  the  theory  that 
hay-fever  is  due  to  a  toxin  generated  from  pollen  by  a  process 
of  fermentation  in  an  alkalin  medium,  advises  the  use  of  acids 
applied  to  the  nasal  mucous  membrane,  as  well  as  administered 
internally.      He  used  locally  a  weak  solution  of  acetic  acid  and 
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internally  hydrochloric  acid,  and  claims  to  have  had  good  re- 
sults. Not  a  little  attention  has  been  bestowed  both  in  this 
country  and  abroad  upon  the  accessory  cavities  of  the  nose, 
which  is  "profitable  in  making  us  more  familiar  with  and  watch- 
ful for  pathological  conditions  which  can  occur  here.  The  va- 
rious methods  of  treatment,  with  a  special  view  of  comparison 
of  the  conservative  and  the  radical  measures,  were  warmly 
debated  in  the  meetings  of  the  Vienna  Society  of  Laryngolo- 
gists  by  such  well-known  men  as  Stoerk,  Chiari,  Hajeck,  Weil, 
and  others.  The  prevailing  sentiment  was  opposed  to  those 
very  radical  surgical  procedures,  which,  originating  in  Ger- 
many, have  been  widely  practised  in  other  countries  for  the 
affections  in  question.  Weil  especially  recommended  irrigation 
through  the  natural  openings  whenever  that  was  possible,  and 
it  was  generally  agreed  that  the  mild  surgical  measures,  such 
as  making  an  artificial  opening  through  the  outer  wall  of  the 
nose,  or  taking  off  the  anterior  end  of  the  middle  turbinate 
should  always  at  first  be  tried.  Opening  through  the  canine 
fossa  and  curetting  was  condemned  by  the  majority  of  speak- 
ers. Another  point  upon  which  nearly  all  were  agreed  was  that 
the  teeth  have  been  given  too  great  prominence  in  the  causation 
of  antral  disease,  and  the  nose  too  little.  Dr.  R.  C.  Myles,  our 
worthy  vSecretary,  has  expressed  happily  of  late,  opinions  that 
are  in  accord  with  those  of  the  Vienna  laryngologists,  both  as 
to  the  conservative  treatment  of  these  affections  and  as  to  their 
nasal  origin.  The  accessory  nasal  cavities  were  discussed,  also, 
before  the  British  Society  ot  Laryngology,  Otology,  and  Rhin- 
ology,  and  some  important  observations  were  made,  particularly 
in  regard  to  the  frontal  sinus.  It  was  strongly  emphasized,  for 
example,  that  operations  in  frontal  empyema  need  not  be  ex- 
pected to  be  successful  unless  thorough  drainage  be  provided 
for  by  way  of  the  nose.  The  president.  Dr.  George  Stoker, 
lauded  highly  the  use  of  oxygen  inhalation  for  the  cure  of  em- 
pyema, and  urged  that  it  be  tried  in  all  chronic  longstanding 
cases  that  do  not  yield  to  the  ordinary  treatment.  The  ethmoi- 
dal sinus  and  cells,  though  not  so  generally  discussed  as  the 
others,  have,  nevertheless,  had  the  honor  of  being  the  subject  of 
three  scientific  and  exhaustive  articles,  namely:  by  Hajek  of 
Vienna,  Ranglaret  of  Paris,  and  Mackenzie  of  Baltimore.  The 
anatomy  and  physiology  of  this  sinus,  and  the  pathology,  etiol- 
ogy, and  treatment  of  the  diseases  by  which  it  can  be  attacked 
have  been  fully  dealt  with,  and  much  new  light  has  been  shed 
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upon  some  hitherto  dark  and  obscure  places.  Mackenzie  has 
brought  forward  proof  against  the  statement  that  suppurative 
inflammation  of  the  ethmoid  has  a  natural,  inherent  tendency 
toward  necrosis,  and,  furthermore,  denies  the  occurrence  in 
these  cavities  of  the  so-called  myxomatous  tissue,  which  he 
asserts  to  be  in  reality  an  edematous  fibroma  of  inflammatory 
origin.  Hajek  has  done  considerable  to  clear  up  our  ideas  in 
regard  to  the  pathology  of  necrosing  ethmoiditis  and  especially 
its  relation  to  polypi.  He  seems  to  have  very  just  ground  for 
announcing,  in  opposition  to  the  views  of  Woakes,  that  rarefying 
osteitis  plays  but  an  accessory  or  secondary  r^?/^  in  the  course  of 
inflammation  of  the  mucous  membrane,  and  not  a  principal  one 
as  held  by  that  distinguished  authority.  There  has  been  marked 
activity  in  bacteriological  research  in  the  field  afforded  by  the 
nasal  mucous  membrane.  It  will  be  remembered  that  St.  Clair 
Thomson  and  Hewlitt  of  England,  recently  asserted  that  the 
interior  lining  of  the  nose,  with  the  exception  of  the  vestibule, 
was  free  of  microbes.  This  position  has  been  attacked  on  the 
one  hand  by  Klemperer  of  Strasburg,  who  cites  new  experi- 
ments to  sustain  him ;  and  defended  on  the  other  hand  by  Piaget 
of  France.  We  feel  very  much  inclined,  independently  of  the 
authors  and  their  experiments,  to  believe  that  the  nasal  mucous 
membrane  must  indeed  possess  protective  properties  of  some 
kind,  when  we  consider  how  many  reckless  operations  involv- 
ing wholesale  destruction  of  tissue  have  been  practised  with 
impunity  upon  this  organ.  We  cannot  pass  by  the  subject  of 
bacteriology  without  mentioning  that  Massei  claims  to  have  dis- 
covered in  thestreptothrix  alba  the  true  micro-organism  of  rhin- 
itis caseosa;  nor  the  announcement  of  Belfonta  and  Delia 
Vedova  that  ozoena  is  due  to  an  attenuated  form  of  the  diph- 
theria bacillus,  they  claiming  to  have  had  fifty  per  cent,  of  re- 
coveries from  the  use  of  antidiphtheritic  serum.  Among  sub- 
jects which  have  attracted  great  interest  during  the  year  past 
may  be  included  the  Lingual  Tonsil.  A  number  of  authors 
have  called  attention  to  the  lymphoid  mass  situated  at  the  base 
of  the  tongue  and  have  tried  to  impress  upon  us  the  significance 
of  pathological  lesions  here.  B.  F.  R.  Clark  has  reported  some 
cases  of  hypertrophy  and  dilated  somewhat  upon  its  cause  and 
cure.  Acute  inflammation  of  this  gland  has  been  discussed  by 
Swain  of  New  Haven,  and  Beausoleil  and  Escat  of  France; 
and  the  last-mentioned  author,  under  the  title  of  "  phlegmonous 
lingual    amygdalitis,"  has    entered   in   great   detail    upon  the 
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symptom atoIoj::;-y  and  differential  diagnosis.  Lennox  Browne 
has  devoted  special  attention  to  lingual  varix,  and  in  1547  cases 
of  nose  and  throat  diseases  he  found  it  to  exist  in  438,  and  with 
thirty-seven  per  cent,  of  the  latter  there  was  associated  hyper- 
trophy of  the  lingual  tonsil.  It  seems,  however,  that  writers 
differ  widely  as  to  the  importance  of  this  varix  and  its  connec- 
tion with  throat  symptoms,  some  asserting  that  it  has  much, 
others  that  it  has  little  or  none.  N(jt  much  that  is  really  new 
appears  to  have  been  attempted  in  the  department  of  laryn- 
gology. Tubercular  disease  of  the  larynx  has  continued  to  be 
the  subject  of  experiment,  and  encouraging  reports  have  been 
made  by  Hubbard  and  Chappell  from  the  employment  of  sub- 
mucous injections  of  creosote  combined  with  the  internal  ad- 
ministration of  gentian;  by  Heryngfrom  the  application  of  the 
sulphoricinate  of  phenol,  and  Hedderick  from  the  use  of  para- 
monoehlorphenol.  Meintyre  has  made  a  report  upon  the  ap- 
plication of  the  X-rays  to  the  nose  and  throat,  and  thinks  the 
future  contains  promise  of  good  results  in  this  field.  His  own 
experiments  were  made  chiefly  with  the  so-called  fluorescent 
screen.  Kirstein  of  Berlin,  the  inventor  of  the  direct  method 
of  examination  of  the  larynx,  has  written  further  upon  the  sub- 
ject, and  others,  also,  have  reported  success  in  autoscopy.  It 
would  seem  to  be  especially  of  value  for  children,  and  also  for 
the  reason  that  it  sometimes  permits  a  better  view  of  the  pos- 
terior part  of  the  larynx  than  that  obtained  by  the  mirror. 
Otology  has  been  considerably  advanced  by  the  work  that  has 
been  done  in  the  past  year,  there  having  been  notable  activity  in 
this  branch  of  medicine  in  all  countries.  Some  profitable  in- 
vestigations have  been  made  in  the  bacteriology  of  the  ear, 
and  the  importance  of  asepsis  in  connection  with  this  organ  has 
been  more  strongly  urged.  A  number  of  excellent  papers  have 
appeared  on  the  subject  of  cerebral  and  cerebellar  abscess,  but 
out  of  so  many  meritorious  ones  it  would  be  difficult  to  select 
any  for  especial  mention.  Ackland  and  Ballance,  in  "St. 
Thomas  Hospital  Reports,"  may  be  said  to  have  written  as 
thorough  a  treatise  on  cerebellar  abscess  as  any  with  which  we 
are  familiar.  The  mastoid  operations  have  been  likewise  hon- 
ored by  much  attention.  Luc  reported  before  the  French  So- 
ciety of  Laryngology  and  Otology  the  results  of  fourteen  cases 
operated  on  by  the  Stacke-Zaufel  method  for  the  cure  of  ob- 
stinate otorrhea,  and  his  experience  taught  him  that  the  best  re- 
sults attended  those  cases  where  frequent  dressing  was  prac- 
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tised.  Taking  it  all  in  all,  it  cannot  be  said  that  the  year  1896 
has  been  an  idle  one  so  far  as  either  rhinology,  laryngology, 
or  otology  is  concerned.  Much  information  has  been  added  to 
the  general  stock  of  knowledge,  many  new  ideas  have  been 
evolved  and  new  fields  have  been  opened  up,  which,  apart  from 
the  immediate  good,  are  likely  to  lead  in  the  future  to  yet 
greater  results.  Before  closing  I  desire  once  more  to  express 
my  high  appreciation  of  the  honor  conferred  in  electing  me 
your  president,  a  position  which  I  can  only  acceptably  fill  with 
your  hearty  cooperation.  I  now  declare  the  third  annual  meet- 
ing of  the- American  Laryngological,  Rhinological,  and  Otolog- 
ical Society  open  for  business. 


paper: 
HEADACHES  FROM  NASAL  CAUSES. 


BY    SARGENT    F,    SNOW,   M.  D. 


In  this  paper  I  do  not  intend  to  dwell  to  any  extent  on  the 
history  of  individual  cases  but  to  give  a  sort  of  abstract  of  ex- 
perience, selecting  as  a  basis  for  conclusions  only  representative 
cases  which  have  been  followed  up  carefully,  a  table  of  which 
is  appended.  Neither  will  I  include  those  headaches  associated 
with  inflammatory  disease  of  the  accessory  cavities,  this  latter 
affection  having  been  so  comprehensively  written  up  during  the 
past  three  years. 

In  a  paper  on  "Hemicrania"^  I  have  called  attention  to  pres- 
sures within  the  nose  as  a  cause  of  sick  headaches  and  neuralgic 
affections.  At  that  time  it  was  felt  that  perhaps  an  apology 
was  due  for  venturing  on  a  subject  so  nearly  barren  of  litera- 
ture. Now  I  am  pleased  to  find  that  others  both  here  and 
abroad  are  giving  the  nasal  passages  due  credit.  As  early  as 
1886  Dr.  Harrison  Allen  of  Philadelphia  published  a  paper  on 
"Headaches  Associated  Clinically  with  Chronic  Nasal  Catarrh.'" 
The  essay  was  comprehensive,  replete  with  valuable  deductions, 
and  without  doubt  was  the  first  published  on  the  relation  of 
headaches  to  intranasal  conditions.  In  a  foot-note  he  mentions 
a  discussion  touching  on  this  subject  which  took  place  at  the 
New  York  Academy  of  Medicine,  January   21,  1886,  but  after 

^New  York  Medical  Journal^  March  31,  1894. 
'^The  Medical  iV<?wj, "March  13,  1S86. 
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his  paper  was  written.  In  1888  Dr.  John  O.  Roe  contributed  a 
paper,  entitled  "The  Frequent  Dependence  of  Persistent  and 
So-called  Congestive  Headaches  upon  Abnormal  Conditions  of 
the  Nasal  Passages."'  Aside  from  these,  and  the  mention 
made  of  the  nose  as  a  factor  by  Dr.  Wharton  Sinkler  in  an  ex- 
cellent article  on  the  "Etiology  and  Treatment  of  Migraine"' 
I  have  been  unable  to  find  record  of  any  paper  relating  to  this 
subject  by  American  writers  until  that  produced   by  myself  in 

1893. 

From  all  data  at  command,  I  think  Dr.  Hack  of  Freiburg 
(quoted  by  Sinkler)  was  the  pioneer  in  Europe  in  recognizing 
the  fact  that  headaches  sometimes  come  from  nasal  causes. 
Maximilian  Bresgen  of  Frankfurt  wrote  a  paper  on  "The  Head- 
aches in  Nose  and  Throat  Diseases,"'  a  copy  of  which  he  has 
courteously  sent  me.  This  article  is  very  clear  and  concise, 
pointing  out  with  detail  the  regions  which  most  commonly  pro- 
duce headaches,  and  their  great  frequency  as  a  symptom  in  nose 
and  throat  diseases.  At  a  meeting  of  the  British  Laryngolog- 
ical  Association,  held  in  London,  October  12,  1894,  Mayo  Col- 
lier reported  a  case  of  "Headache  from  a  Diseased  Middle 
Turbinal."  Dr.  J.  H.  McCassy  of  Dayton,  Ohio,*  in  connection 
with  his  experience  as  superintendent  of  the  Kansas  State  In- 
sane Asylum,  says:  "  As  might  be  expected,  headache  is  alarm- 
ingly common  among  the  insane.  I  am  convinced  that  hyper- 
trophies, vasomotor  rhinitis,  polypoids,  deflections  of  the  sep- 
tum, catarrh  of  the  ethmoidal,  frontal,  and  maxillary  sinuses, 
etc.,'  are  frequently  causes  of  headaches,  and  in  not  a  few  cases 

of  insanity. 

For  a  number  of  years  past  the  neurologist  and  the  ophthal- 
mologist have  had  full  sway  in  the  treatment  of  these  cases. 
They  have  published  many  valuable  books  and  papers  and 
should  receive  due  credit.  One  of  the  recent  productions  is 
Coming's  on  ' '  Headaches  and  Neuralgia. "  The  author  does  not 
evensp'eak  of  a  possible  nasal  cause  in  his  classifications,  though 
he  mentions  at  considerable  length  those  termed  nervous,  toxic, 
bilious,  etc.  Errors  of  refraction  must,  of  course,  be  cor- 
rected,' but  the  rhinologist  should  have  a  place  m  this  line  of 
work.  '  I  have  selected  from  my  records  thirty  cases  of  ceph- 


1  Medical  Record,  August  25,  i3SS. 

2  T/te  Medical  News,  July  19,  1890. 
^Mttnch.  Med.   Woch.,  January  5,  i893- 

*  Cincinnati  Lancet-Clinic,  Septembers,  1896. 
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alalcjia  that  have  been  referred  to  me  as  a  last  resort  by  differ- 
ent physicians.  These  patients  on  examination  appeared  to  be 
fit  subjects  to  work  upon  and  treatment  was  instituted.  They 
do  not  include  those  met  with  in  any  hospital  or  dispensary 
practice,  or  those  who  have  been  mentioned  incidentally  dur- 
ing the  course  of  ear  or  throat  treatment,  where  nasal  surgery 
has  been  a  prominent  feature,  and  by  means  of  which  their 
headaches  had  been  cured.  In  this  group  of  thirty  patients  I 
find  that  seven  claim  to  have  received  relief  to  the  extent  of 
about  forty  per  cent.,  five  seventy-five  per  cent.,  ten  ninety  per 
cent.,  and  eight  loo  per  cent.  A  careful  review  and  study  of 
their  records  bring  out  some  interesting  points.  Sixteen  were 
treated  between  1891  and  1894,  giving  from  three  to  five  years 
in  which  to  judge  of  results.  Ten  of  these  show  from  ninety 
to  100  per  cent,  relief  of  their  headaches.  Twenty  of  the  thirty 
cases  were  females.  The  youngest  was  seventeen  and  the 
oldest  sixty-five  years  of  age.  Sixty  per  cent,  of  the  whole 
number  were  from  thirty  to  forty  years  of  age.  Seventy  per 
cent,  of  these  patients  appeared  to  have  hemicrania  as  a  result 
of  middle  turbinate  pressure.  Of  those  reported  as  showing 
100-per-cent.  relief,  the  whole  number,  eight,  received  a  full 
and  thorough  operative  course.  Fourteen,  because  of  their 
improved  condition,  stopped  treatment  before  all  the  visible 
intranasal  contacts  and  pressures  were  removed.  The  remain- 
ing eight  had  a  complete  operative  course,  but  owing  to  the 
sensitive  condition  of  their  membranes  they  are  yet  having 
some  headaches,  though  four  are  found  in  the  ninety-per-cent. 
class.  Another  notable  fact  deduced  from  these  thirty  cases  is 
that  of  the  sixteen  who  received  a  full  operative  course,  twelve 
report  from  ninety-  to  loo-per-cent.  improvement.  Experience 
with  other  cases  not  mentioned  in  this  list  teaches  me  that 
about  the  same  ratio  of  improvement  (seventy-five  per  cent.) 
will  hold  good  in  all  headaches  from  nasal  causes,  if  each  and 
every  point  of  pressure  or  contact  is  thoroughly  removed. 
Operative  work  on  these  patients  is  what  gives  quickest  and 
most  brilliant  results.  It  should  be  carried  out  with  the  fact  in 
mind  that  the  nasal  membranes  are  very  sensitive  and  prone  to 
swell,  and  a  little  more  of  the  offending  overgrowth  than  is 
necessary  to  absolutely  relieve  the  pressure  should  be  removed, 
though  not  enough  to  impair  the  natural  function  of  the  nose. 

Hajek  of  Vienna  attributes  the  headaches  so  commonly  met 
with  after  tamponing  the  nose  and  in  acute  coryza  to  a  stasis. 
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His  opinion  is  tiiat  the  veins  passing  through  the  lamina 
cribrosa  give  off  one  large  branch  to  the  dura  mater,  turn,  and 
again  enter  the  nasal  cavities;  these  become  engorged,  press 
against  the  brain  substance,  and  occasion  severe  pain.  Schreck 
of  Munich  looks  upon  hemicrania,  due  to  nasal  and  postnasal 
causes,  as  partly  attributable  to  the  hindered  flow  of  lymph  and 
venous  blood  from  the  brain.  Dr.  Robert  C.  Myles  of  New 
York  writes  me  that  in  his  opinion  "  vasomotor  disturbances  of 
this  region  or  compression  of  the  small  nerves  in  the  bony 
canals  of  the  cribiform  plate  by  the  artery  or  vein  will  cause 
headaches  under  certain  conditions."  This  theory  of  stasis 
produced  by  a  retarded  circulation,  coming  as  it  does  from 
three  eminent  and  independent  sources,  should  receive  con- 
sideration. Perhaps  it  will  explain  why  some  twenty-five  per 
cent,  of  our  patients  have  an  occasional  return  of  their  trouble 
after  all  visible  pressures  and  contacts  have  been  removed. 
According  to  some  neurologists,  it  may  be  due  to  the  fact  that 
"  all  influences  exerted  upon  the  human  body  are  to  a  greater 
or  lesser  degree  cumulative,  and  the  phenomena  following 
these  are  proportionate  to  the  response  yielded  by  the  receiving 
nerve-centers."  Personally,  I  think  that  most  of  these  re- 
curring attacks  are  produced  by  the  irritable  and  sensitive  con- 
dition of  the  membranes,  which  favor  congestion  with  resulting 
pressure  on  sensitive  areas. 

In  those  cases  of  headaches  from  nasal  causes,  which  have 
come  imder  my  observation,  but  two  can  be  recalled  in  which 
the  patients  at  the  time  of  their  seizures,  did  not  show  some 
point  or  points  of  contact  within  the  nasal  fossai.  Their  re- 
lapses may  be  due  to  stasis,  as  mentioned  above.  It  has  been 
noticed  that  they,  as  well  as  others,  are  kept  very  comfortable 
if  weekly  or  biweekly  stimulating  applications  be  made  in 
order  to  keep  the  relaxed  and  sensitive  membranes  in  proper 
tone.  The  treatment  that  appears  to  act  best  in  producing  this 
result  is  a  gentle  spraying  of  the  parts  with  iodole  and  ether,  the 
patient  being  instructed  to  breathe  through  the  nostrils  quickly 
if  the  application  produces  too  much  smarting  pain.  Three 
grains  to  the  ounce  of  this  mixture  is  a  good  strength  for  these 
tonic  treatments,  and  the  same  combination,  preceded  if  neces- 
sary by  a  two-per-cent.  cocain  spray  to  allay  smarting,  is  very 
efficacious  in  reducing  acute  or  subacute  nasal  and  postnasal 
inflammation.  In  fact,  it  is  good  in  temporary  turgescence  from 
any  and  all  causes. 
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Without  doubt  some  cases  of  migraine  are  of  the  nature  of 
"nerve  storms,"  and  are  closely  allied  to  epilepsy,  but  it  ap- 
pears very  probable  that  these  nerve  storms  are  primarily 
brought  about  by  some  irritation  of  a  nerve  filament,  such  as 
is  produced  by  contact  of  the  inner  surface  of  the  middle  tur- 
binate body  with  the  septum. 

My  paper  on  "  Hemicrania,"  written  in  1893,  contained  the 
proposition  that  there  are  a  certain  number  of  headaches  which 
can  be  cured,  or  at  least  relieved,  by  the  proper  treatment  of 
pressures  or  contacts  with  the  nose.  Added  experience  during 
the  past  four  years,  together  with  the  observations  of  other 
workers,  has  amplified  this  idea  until  it  surely  appears  that  we 
are  safe  in  advising  those  who  come  to  us  with  a  history  of  per- 
sistent or  recurrent  neuralgia,  clavus,  sick  headache,  pressure 
on  top  of  the  head,  or  the  deep  frontal  pain  commonly  termed 
catarrhal  headache,  to  have  their  nasal  and  postnasal  passages 
put  in  the  best  possible  condition.  I  am  about  ready  to  believe 
that  from  seventy  to  eighty  per  cent,  of  all  cases  of  headaches 
of  hemicranial  order  are  due  to  removable  causes  located  within 
the  nasal  passage  or  adjacent  air-spaces. 

As  intimated  above,  the  treatment  par  excellence  for  these 
obstinate  cases  in  which  we  find  evidence  of  nasal  disease  of 
whatever  nature  is  the  correction  of  that  disease  by  the  means 
indicated.  If  we  have  reason  to  think  that  the  trouble  comes 
from  the  accessory  sinuses  these  must  be  drained.  If  the  space 
between  the  septum  and  a  middle  turbinated  body  is  too  nar- 
row, or  if  this  same  body  is  overgrown  anteriorly  or  presses 
against  the  outer  wall  of  the  nose,  preventing  free  access  of  air 
into  or  drainage  of  the  sinuses,  it  must  be  reduced  in  some 
manner.  If  bony  shelves,  membranous  or  cartilaginous  thick- 
enings causing  pressure  are  found,  these  should  be  taken  care 
of.  In  some  cases  one  fails  to  find  any  of  these  deformities, 
and  perhaps  at  the  time  of  examination  there  are  no  points  of 
contact,  but  it  will  be  noticed  that  the  membranes  are  of  a 
peculiar  bluish-red  color,  and  have  a  sensitive  or  relaxed  ap- 
pearance which  is  an  indication  that  within  the  next  half  hour 
there  may  be  some  localized  spot  of  pressure.  This  condition 
does  not  require  operative  interference,  but  will  usually  respond 
to  persistent  and  stimulating  treatment,  together  with  proper 
regulation  of  habits,  manner  of  living,  exercise,  etc.,  and,  ac- 
cording to  Roe,  if  the  patient  resides  in  the  Lake  region,  avoid- 
ing too  great  a  quantity  of  night  air  in  the  sleeping  apartment. 
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One  word  further,  regarding  those  patients  suffering  from 
an  attack  of  headache,  who  ask  for  temporary  relief.  Inspec- 
tion of  their  nasal  passages  will  perhaps  show  marked  pressures 
in  the  olfactory  region,  which  may  be  due  to  an  acute  or  sub- 
acute inflammation  without  much  chronic  disease,  and  without 
osseous  deformity  or  overgrowth.  About  ninety  per  cent,  of 
these  patients  can  be  relieved  in  one  or  a  few  treatments  by 
by  cleansing  the  nostrils,  and  using  the  iodole  and  ether  mix- 
ture, preceded  by  a  light  two-per-cent.  cocain  spray,  as  de- 
scribed above.  Sometimes  this  will  have  to  be  repeated  in  four 
or  five  hours,  but  one  treatment  usually  breaks  up  an  attack. 
Cases  number  22  and  27  in  the  appended  table  well  represent 
this  class.     ' 

The  desire  to  be  brief  has  hindered  me  from  quoting  other 
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authors,  who  have  written  on  headaches,  and  forced  me  to  leave 
out  many  things  that  I  would  have  liked  to  mention;  still  I 
hope  that  proof  enough  has  been  brought  forward  to  cause  the 
rhinologist  to  take  a  more  active  interest  in  reflex  headaches. 

DISCUSSION. 

Dr.  Phillips  asked  if  Dr.  Snow  had  taken  pains  to  find  out 
if  there  were  any  definite  symptoms  which  were  characteristic 
of  intranasal  pressure. 

Dr.  H.  HoLBROOK  Curtis  said  that  he  would  be  loath  to 
have  the  statement  go  forth  from  this  Society  that  for  chronic 
stenosis  of  the  nose  cocain  spray  should  be  employed.  In  1889 
he  had  read  a  paper  in  the  New  York  Academy  of  Medicine, 
comprising  seventy  cases,  showing  the  disadvantages  of  cocain 
even  when  used  in  very  dilute  sprays  in  the  nose.  He  would 
also  protest  emphatically  against  the  use  of  menthol  in  the  nose, 
for  anything  which  would  in  this  way  reduce  the  turgescence 
would  bring  about  a  vasomotor  paresis  which  would  eventually 
make  the  condition  much  worse  than  at  the  beginning.  It  was 
becoming  very  common  for  people  to  use  these  sprays  and  ap- 
plications, and  they  were  leading  to  bad  results  and  were  ex- 
ceedingly imscientific. 

Dr.  Clink  said  he  would  endorse  what  had  been  said  by  the 
last  speaker.  He  protested  against  the  use  of  cocain  by  the 
patients  themselves.  He  could  recall  from  his  own  observation 
three  or  four  cases  in  which  the  cocain  habit  had  been  estab- 
lished in  this  way.  Among  these  patients  were  two  physicians, 
one  of  whom  was  already  in  an  insane  asylum. 

Dr.  Root  said  he  desired  to  add  his  testimony  regarding 
the  use  of  cocain.  He  was  reminded  of  a  man  who  had  con- 
sulted him  a  year  or  two  ago  for  exostosis  of  the  nose,  but  who 
had  failed  to  keep  his  appointment  to  have  it  removed.  On 
his  return,  the  man  was  found  to  be  addicted  to  cocain.  Dr. 
Root  said  that  he  never  allowed  a  patient  to  use  cocain  himself, 
and  personally  never  used  it  in  the  fauces,  believing  it  to  be 
dangerous  and  valueless.  He  thought  that  the  rhinologists 
sometimes  went  a  little  too  far  in  their  enthusiasm.  If  a  case 
presented  a  marked  exostosis,  or  a  hypertrophied  turbinate, 
causing  marked  nasal  obstruction,  it  should  be  operated  upon ; 
in  other  words,  the  main  point  was  to  operate  so  as  to  secure 
nasal  breathing.  However,  it  should  be  borne  in  mind  that  in 
doing  this  we  should  not  destroy  tissues  put  there  by  Nature  to 
perform  a  certain  function.  The  nose  was  very  tolerant  of  in- 
terference, yet  it  had  been  terribly  abused  in  this  respect. 

Dr.  Logan  said  that  he  desired  to  commend  the  paper  just 
presented  to  the  Society.  Personally,  he  had  been  a  great  suf- 
ferer from  headaches,  and  had  not  been  relieved  by  oculists 
and  others.  Finally,  on  relieving  the  stenosis  of  the  upper 
nasal  cavities  the  headaches  had   disappeared.     This  had  been 
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his  experience  in  other  cases.  Whenever  there  was  pressure  of 
the  middle  turbinate  on  the  septum,  or  improper  drainage  from 
the  upper  part  of  the  nose,  he  had  usually  found  headaches 
present.  In  his  opinion,  these  headaches  were  due  to  improper 
drainage  from  the  upper  cavities  and  accessory  sinuses. 

Dr.  Joseph  A.  White  (Richmond,  Va.)  said  that,  whilst  the 
indiscriminate  and  improper  use  of  cocain  was  to  be  deprecated, 
he  thought  its  bad  effects  were  sometimes  exaggerated,  and 
that  no  other  remedy  was  as  valuable  for  local  anesthesia  in 
nasal  and  throat  work,  especially  in  removing  adenoids  and 
tonsils.  He  knew  the  statement  was  sometimes  made  that 
cocain  was  of  no  use  in  the  removal  of  tonsils,  and  in  order  to 
satisfy  himself  on  this  point  he  removed  one  tonsil  from  an 
adult  with  cocain,  and  the  other  without  cocain.  The  former 
was  painless,  and  the  latter  was  decidedly  painful.  Again,  the 
removal  of  the  adenoids,  in  his  experience,  was  made  almost 
painless  by  the  use  of  cocain.  In  his  article,  entitled  "Nasal 
Reflex  Neuroses,"  published  in  Burnett's  "S3'stem  of  Diseases 
of  the  Ear,  Nose,  and  Throat."  he  had  given  the  entire  htera- 
ture  of  the  subject  of  headaches  of  nasal  origin.  Headaches, 
he  said,  might  result  from  any  form  of  continuous  contact  in 
the  nose,  but  chiefly  from  pressure  of  the  middle  turbinate 
upon  the  septum.  He  had  known  nasal  headaches  to  occur  in 
cases  in  which  there  was  apparently  no  nasal  obstruction  what- 
ever, although  stenosis  and  pressure  existed  above  the  middle 
passage.  Neuralgias  of  the  first  and  second  branches  of  the 
fifth  nerve  were  particularly  common  from  nasal  conditions. 
He  was  satisfied  that  any  contact  in  the  upper  portion  of  the 
nose  was  likely  to  result  in  headache,  whether  or  not  they  were 
suihcient  to  materially  interfere  with  breathing  and  drainage. 
This  condition  was  often  overlooked,  although  frequently  the 
cause  of  facial  neuralgias  and  severe  headaches. 

Dr.  W.  H.  Daly  (Pittsburg)  said  that  the  fact  should  not 
be  lost  sight  of  that  carbolic  acid  is  a  most  valuable  local  anes- 
thetic. In  operations  such  as  the  removal  of  the  tonsils,  the 
fauces  would  tolerate  a  solution  of  20  grains  of  the  crystals  in 
I  ounce  of  glycerin.  Two  or  three  applications  and  a  period 
of  twenty  minutes  would  place  the  parts  in  such  a  condition  as 
to  tolerate  the  operation  with  but  little  discomfort.  A  solution 
of  2  to  5  grains  to  the  ounce  would  answer  for  operations  within 
the  nose.  We  had,  as  a  profession,  been  led  astray  by  the  use 
of  cocain — indeed,  he  was  mclined  to  think  that  cocain  had 
proved  to  be  altogether  more  a  curse  than  a  blessing.  He  had 
never  used  cocain  to  any  great  extent,  for  he  had  long  appre- 
ciated the  valuable  anesthetic  and  antiseptic  properties  of  car- 
bolic acid,  as  well  as  the  reactionary  evils  of  cocain. 

Dr.  MvLES  said  that  the  paper  under  discussion  had  brought 
out  some  very  salient  points  with  regard  to  headache,  yet  he 
thought  most  of  those  present  would  agree  with  him  that  nearly 
all  middle  turbinates  were  in  contact  with  the  septum;  hence. 
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this  did  not  constitute  any  reason  for  operative  interference. 
He  had  long  ago  noticed  that  the  continuous  application  of 
cocain  for  a  number  of  hours  produced  a  peculiar  vasomotor 
paralysis,  and  that  the  ttirbinates  became  passively  congested. 
From  one  or  two  applications  of  cocain  at  intervals  of  a  few 
days  he  had  never  seen  any  bad  results.  During  the  first  few 
hours  of  an  acute  rhinitis  cocain  acted  admirably  if  applied 
only  by  the  physician.  He  never  allowed  the  patient  to  use  it, 
except  during  a  few  hours  after  the  application  of  acid.  He 
had  been  looking  for  ten  years  for  a  case  of  pure  and  simple 
cocain  habit — in  other  words,  for  a  person  who  did  not  use 
either  morphin  or  whisky  also. 

Dr.  Snow,  in  closing  the  discussion,  said  that  he  had  in- 
tended to  convey  in  his  paper  the  idea  that  cocain  should  be 
used  only  preliminary  to  the  iodole  and  ether  spray  to  prevent 
smarting,  and  he  would  never  be  guilty  of  prescribing  a  cocain 
spray  for  the  patient.  The  good  result  following  the  iodole 
and  ether  spray  was  much  more  lasting  than  from  cocain. 
Nasal  headaches  were  usually  neuralgic  or  hemicranial  in  their 
character.  We  should  not  be  satisfied  with  simply  securing 
good  nasal  respiration,  but  should  secure  a  free  normal  passage 
through  the  upper  portions  as  well  as  the  lower.  It  was  true  that 
in  many  cases  the  middle  turbinate  pressed  against  the  septum 
without  causing  headaches,  yet  if  such  a  condition  existed  in  a 
neurotic  subject  we  are  very  liable  to  get  reflex  disturbances, 
as  hemicrania,  asthma,  or  epileptic  seizures.  Pressure  at  this 
point  with  a  cotton-wrapped  probe  or  gauze  dressing  is  often 
sufficient  to  cause  intense  suffering. 
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SURGERY  OF   THE    MIDDLE   AND    INFERIOR  TUR- 
BINATED BODIES  AND  BONES. 


BY    ROBERT    C.     MYLES,     M.D. 


Before  describing  the  operative  procedures  upon  the  tur- 
binals  it  would  be  well  to  make  some  remarks  concerning  the 
practical  and  regional  anatomy  of  these  much-attacked  little 
bodies,  as  well  as  the  chief  indications  and  necessities  for  posi- 
tive interference  with  them.  It  is  hardly  necessary  for  me  to 
state  that  they  are  attached  to  the  outer  wall  of  each  nasal  fossa. 
The  inferior  commences  about  an  inch  from  the  margin  of  the 
ala,  and  the  middle  an  inch  and  five-eighths  to  an  inch  and 
three-quarters.  The  inferior  averages  about  two  inches  in 
length;  the  middle  about  an  inch  and  five-ejghths  to  three- 
quarters  of  an  inch.  The  following  are  the  measurements  I 
recently  made  of  the  turbinals  in  eight  cadavers:  No.  i,  middle 
turbinal,  an  inch  and  three-fifths;  inferior  turbinal,  two  inches. 
No.  2,  inferior,  two  inches;  middle,  an  inch  and  a  third.  No. 
3,  inferior  two  inches.  No.  4,  boy,  eleven  years  old,  middle, 
an  inch  and  a  half;  inferior,  an  inch  and  five -eighths.  No.  5, 
middle,  an  inch  and  seven-eighths;  inferior,  two  inches.      No. 

6,  inferior,  two  inches  and  a  quarter;  middle,  two  inches.      No. 

7,  inferior,  two  inches;  No.  8,  inferior,  two  inches  and  a  sixth; 
middle,  an  inch  and  three-quarters.  They  project  inward  and 
downward,  are  scroll-shaped  at  their  lower  anterior  and  middle 
borders,  and  are  much  thicker  near  their  free  margins.  They 
become  thinner  as  they  approach  the  attachment  to  the  outer 
walls.  They  are  covered  with  mucous  membrane  and  tissues 
that  are  subject  to  changes,  which  have  kept  the  rhinologists 
experimenting  for  the  past  twenty  years.  Lefferts,  Jarvis,  and 
Bosworth  were  the  pioneers  in  observing  these  morbid  condi- 
tions and  suggesting  remedies.  The  principal  conditions  that 
require  surgical  aid  are  hypertrophy,  hyperplasia,  intumescence 
(either  continued  or  intermittent),  polypoid  changes  in  the 
middle  turbinal,  cysts,  inoperable  deflections  or  outgrowths 
from  the  septa,  where  the  turbinals  are  in  the  way  of  opera- 
tions upon  the  deeper  regions,  such  as  the  antral,  ethmoidal, 
frontal,  or  sphenoidal  sinuses,  and  where   the   nasal  fossae   are 
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very  narrow  in  their  transverse  diameters,  with  the  arched  in- 
ferior turbinals  which  extend  toward  the  septum  at  rather  a 
more  acute  angle  than  the  normal. 

Nearly  all  the  writers  advocate  some  cautery  application  for  de- 
stroying hypertrophy  of  the  inferior  turbinated  bodies,  chromic 
or  nitric  acid  being  used  by  the  majority.  I  have  found  nitric 
acid  the  best  for  general  use,  but  in  individual  cases  I  use 
chromic  acid,  the  electric  cautery,  and   Bosworth's   or  Jarvis' 

Fir;.    I. 


The  first  step  in  the  operation  of  sawing  through  the  anterior  end  of 
Ihe  inferior  turbinal  (author's  specimen). 

cold-wire  snare,  the  electric  cautery  snare,  or  some  excising  in- 
strument. 

It  has  been  my  custom  before  operating  upon  the  turbinated 
tissues  to  render  the  nasal  vestibule  aseptic.  It  is  my  opinion, 
which  is  based  upon  experience,  that  the  infection  of  the  turbi- 
nals comes  either  from  the  nasal  vestibule  or  the  rhinopharynx. 
As  it  is  almost  impossible  to  render  the  latter  aseptic,  I  have 
directed  most  of  my  attention  to  rendering  the  anterior  part 
of  the  nasal  fossa  immune.  This  is  done  by  applying  the  sub- 
stances usually  employed  for  any  surgical  wound;  a  careful 
cleansing  with  alcohol  and  ether,  followed  by  packing  with  cot- 
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ton  saturated  with  bichlorid  solution  from  i  to  looo  to  i  to 
5000.  It  is  my  opinion  that  infection  frequently  takes  place  by 
carrying  the  bacilli  from  the  vibrissa;  on  the  cotton  swabs, 
probes,  or  forceps.  I  do  not  believe  that  infection  is  often  con- 
veyed through  the  respiration,  but  by  contact  with  some  infect- 
ing substance.  Surgical  wounds  made  in  the  nose  during  an 
epidemic  of  influenza  are  especially  prone  to  infection  and  active 
suppuration.  It  was  my  custoni  for  a  long  time  to  use  Gleits- 
mann's  platiniridium  electric  wire  for  the  removal  of  an  hyper- 
trophied  posterior  tip,  but  now   I  usually  employ  the  ordinary 

Fig.  2. 


The  second  step  of  the  operation  of  severing  the  inferior  turbinal  to 
the  desired  extent  with  Knight's  scissors  (author's  specimen). 

piano  wire,  Nos.  3  and  5,  on  account  of  the  ease  with  which 
the  tumor  is  encircled  with  the  resilient  loop.  Of  course,  the 
rheostat  and  the  traction  must  be  definite  and  rather  continu- 
ous, on  account  of  the  brittleness  of  the  wire  after  cooling.  I 
am  aware  that  many  consider  the  removal  of  the  inferior  tur- 
binated body  hardly  justifiable  under  any  circumstances.  Sev- 
eral of  the  cases,  which  I  shall  report  hereafter,  convinced  me 
that  nothing  short  of  the  removal  of  the  inferior  turbinated 
bone  would  have  given  the  desired  relief.     These  patients  had 
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from  time  to  time  been  in  the  hands  of  competent  speciahsts, 
without  marked  benefit,  and  I  had  also  exhausted  all  milder 
measures  when  I  resorted  to  excision,  which  gave  them  entire 
relief.  Turbinotomies  produced  the  best  and  most  brilliant 
results  received  hearty  endorsement  from  the  patients,  and  left 
thfc  nostrils  in  a  good  condition,  both  from  a  subjective  and  ob- 
jective standpoint. 

I  will  describe  in  detail  the  operation  as  usually  performed 
by  me.  After  thorough  cocainization  of  both  the  inner  and 
outer  surfaces  of  the  turbinal  attachment  to  its  periphery,  I 

Fir:.   3. 


Bosworth's  snare  in  position,  third  step,  for  the  removal  of  a  section  of 
the  inferior  turbinal  (author's  specimen). 

insert  a  small  saw  beneath  the  anterior  end  and  make  a  slight 
section  through  the  bone  in  a  line  with  that  of  the  intended 
operation,  and  then  insert  a  Knight's  scissors,  making  the  sec- 
tion at  the  point  which  has  been  elected  between  the  periphery 
and  the  attachment  of  bone;  this  cut  is  extended  to  the  depth 
desired,  say  for  one-third,  one-half,  or  two-thirds  of  the  bone; 
a  Bosworth's  snare  is  then  introduced  with  No.  3  or  5  piano- 
wire,  and  the  loop  is  adjusted  over  whatever  section  of  the  pos- 
terior part  of  the  bone  one  may  wish  to  remove;  then  traction 
is  made  and  the  operation  is  completed.     I  always  leave  the 
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posterior  tip  and  a  part  of  the  posterior  or  middle  third  of  the 
body.  This  part  can  be  contracted  at  any  time,  if  necessary, 
by  the  application  of  the  electric  cautery  or  acid. 

I  have  seen  two  cases  of  profuse  and  troublesome  hemor- 
rhage follow  removal  of  part  of  the  inferior  turbinate  bone, 
and  also  some  rather  annoying  bleeding  after  removal  of  the 
posterior  tip  with  a  cold-wire  snare.  They  occurred  from  a  few 
hours  to  a  week  after  the  operations,  and  were  readily  controlled 
by  firm  pressure  with  tampons  of  tannic  and  gallic-acid  cotton. 
The  posterior  tip  of  the  inferior  turbinal  usually  enlarges  after 

Fig.  4. 


Condition  of  the  parts  after  two-thirds  of  the   inferior  turbinal  have 
been   removed  (author's  specimen). 


the  bone  has  been  removed.  This  may  be  due  to  increase  of 
air  space  and  to  changes  in  the  circulation. 

In  my  opinion  the  operation  of  removal  of  a  third  to  two- 
thirds  of  the  bone  should  never  be  performed  when  the  septum 
is  straight,  the  vestibule  large,  and  the  fossa  roomy,  for  we  are 
almost  certain  to  produce  a  state  of  dryness  of  the  nose  and 
rhinopharynx,  with  incrustations,  causing  no  end  of  disagree- 
able and  irritable  symptoms  in  these  regions. 

Figs.  I,  2,  3,  and  4  illustrate  the  three  steps  of  the  opera- 
tion, with  the  result  in  an  extreme  case.     In  some  cases  the 
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division  of  the  turbinated  with  the  saw  should  be  made  at  the 
junction  of  the  anterior  and  middle  thirds,  and  the  severance 
with  the  snare  should  be  made  at  the  junction  of  the  posterior 
and  middle  thirds.  This  would  be  appropriate  in  extreme 
("inoperable")  deflections  of  the  bony  and  cartilaginous  septa 
with  an  outgrowth  pressing  into  the  middle  or  inferior  turbinal. 
In  certain  cases  where  the  turbinals  are  hard  and  resistant,  and 
extend  inward  and  downward,  almost  touching  a  fairly  straight 

Fig.  5. 


The  lateral  rongeur  forceps  in  position  ready  for  making  the  section 
(author's  specimen). 

septum,  the  patients  having  a  large  breathing  capacity,  and 
especially  when  they  are  of  gouty  or  rheumatic  tendency,  or 
subject  to  rose  cold  or  hay-fever,  turbinotomy  has  been  most 
magical  in  the  relief  of  the  distressing  symptoms,  and  appar- 
ently attended  with  no  unfavorable  conseqiiences. 

Since  Woakes  first  strongly  advocated  removal  of  the  mid- 
dle turbinated,  many  instruments  and  methods  of  procedure 
have  been  advocated,  but,  unfortunately,  in  many  of  the  cases 
in  which  the -operations  are  indicated  the  septum  is  so  far  de- 
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fleeted  that  it  interferes  with  the  introduction  and  manipula- 
tion of  the  instruments  in  this  region.  Frequently  it  requires 
a  preliminary  procedure  to  force  the  septum  out  of  the  field  of 
the  operation,  and  the  use  of  slender  and  delicate  instruments, 
with  deft  manipulation,  in  order  to  engage  the  obstructive 
parts  to  be  removed.  A  part  of  this  I  have  found  can  be  ac- 
complished better  with  some  form  of  punch  and  die  forceps, 
which,  can  be  operated  at  the  distal  end  of  a  long  shank,  like 
the  form  which  I  present,  which   was  devised  by  myself,  and 

Fk;.  6. 


Bosworth's  snare  in  position  for  making  tlie  section  of  the  middle  tur- 
binal  (author's  specimen). 


which  I  have  found  effective  for  making  the  first  section  in  the 
majority  of  cases.  Bosworth's  snare,  with  a  fine  steel  wire, 
has  been  more  serviceable  than  any  of  the  numerous  instru- 
ments which  I  have  used  for  making  sections  of  the  turbinals. 
I  present  two  photographs  illustrating  the  steps  of  the  opera- 
tion as  it  is  usually  performed  by  me.  The  lateral  ethmoidal 
rongeur  forceps  is  shown  in  position  ready  for  making  the  sec- 
tion. Fig.  6  demonstrates  the  Bosworth  snare  in  position 
ready  for  making  the  section  of  the  anterior  end  of  the  middle 
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turbinal  close  to  its  attachment  to  the  ethmoidal  bone  The 
posterior  end  of  the  middle  turbinated  can  be  removed  by  re- 
versing the  loop  in  the  distal  end  of  the  snare.  I  have  had  no 
experience  with  Dr.  Carmalt  Jones'  spokeshave,  which  has 
been  highly  praised  by  some  foreign  writers. 

Mr.  T.  came  to  me  in  September,  1894.     He  complained  of 
hay-fever,    rose-cold,   and   almost  complete    occlusion   of  both 
nostrils,  with  attending  phenomena  of  sleeplessness  and  a  gen- 
erally miserable  condition,      I  noticed  that  both   inferior  tur- 
binals  were  in  very  close  proximity  to  the  floor  and  to  the  sep- 
tum,   the    nostrils  being  extremely  narrow.      I  made    several 
applications  of  acid  to  the  tissues,  but  the  relief  was  not  notice- 
able.     I  then  determined   to  remove  the  right  inferior  turbi- 
nated, and  performed  the  operation  in  1895,  taking  out  a  piece 
about  an   inch  and  a  quarter  long;  this  gave  him  immediate 
and  decided  relief  for  several  months,  and  I  then  removed  the 
inferior  turbinated  on  the  left  to  within  half  an  inch  of  the  pos- 
terior tip.     The  relief  vvas  decided,  but  in  several  months  he 
returned  and  complained   of  slight   stuffiness  of  the  nose,  and 
on  examination  I  noticed  that  the  posterior  tips  had  become 
quite  hypertrophied ;  I  applied  nitric  acid  to  them,  and  he  was 
again  relieved.     There  has  been  no  drying  nor  crusting,  nor 
any  unpleasant  symptoms  in  regard  to  absence  of  moisture  in 
the  nose  and  throat. 

Mrs.    H.,  aged  fifty- live  years,   applied  to  mq  in   October 
1896,   complaining  of   disagreeable   stenosis  of  both  nostrils, 
with  a  watery  discharge,  and  also  said  that  she  suffered  very 
much  in  the  spring,  beginning  about  the  middle  of  January, 
and  apparently  caused  by  the  pollen  from  the  roses  in  the 
South.      Her  septum  was  approximately  straight;  the  turbinals 
extended  close  to  the  septum  and  the  floor.      I  noticed  that  the 
slightest  edema  would  block   the   nostrils,  and  that  there  was 
not  sufficient  soft  tissue   on  the   bones  to  warrant  respiratory 
space  after  removal.     I  removed  the  left  inferior  turbinated 
in  October,  1896,  and  she  was  delighted  with  the  immediate  re- 
sults, and  the  relief  was  so  great  throughout  the  winter  that 
she  reported  in  February,  1897,  with  stenosis  of  the  right  nos- 
tril ;  rose-cold  and  hydrorrhea  slight  in  the  left,  but  very  severe 
rose-cold,  tinnitus  aurium,  and  Eustachian-tube  congestion  on 
the  right  side.     I  treated  the  parts  for  a  while   and  then  re- 
moved the  right  inferior  turbinated,  with  decided  relief  in  res- 
piration and  to  the  ears.     The   tinnitus  disappeared  entirely. 
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She  has  had  no  symptoms  of  dryness  or  lack  of  moisture  in  her 
throat  and  nose.  The  nasal  vestibules  are,  fortunately,  very 
small. 

Mr.  M.  At  the  time  he  applied  to  me  (1895)  he  had  been 
operated  upon  for  nasal  stenosis  by  a  prominent  rhinologist. 
The  anterior  cartilage  had  been  dissected  out,  and  the  septum 
had  been  sawed  and  trephined.  He  complained  of  impaired 
hearing,  tinnitus  aurium,  and  oppression  in  the  back  of  the 
nose  and  difficulty  in  breathing.  There  was  a  large  concavity 
on  the  left  side  of  the  posterior  part  of  the  septum,  and  a  de- 
flection pressing  into  the  inferior  turbinal  at  the  point  where  it 
had  been  sawed  and  trephined ;  in  other  words,  the  concavity 
on  the  left  side  of  the  deflected  vomer  and  perpendicular  plate 
of  the  ethmoid  extended  over  into  the  space  that  should  be  oc- 
cupied by  the  right  inferior  turbinated  body.  I  thought  it  was 
possible  to  remove  enough  from  the  convexity  to  secure  free- 
dom between  itself  and  the  turbinal.  After  removing  the  tis- 
sue down  to  the  mucous  membrane  the  turbinal  still  pressed 
firmly.  The  hearing  was  already  seriously  impaired,  and  I 
decided  upon  turbinotomy  as  the  last  resort.  I  sawed  into  the 
inferior  turbinated  about  half  an  inch  from  its  anterior  end, 
and  extended  the  cut  upward  about  three-quarters  of  an  inch 
with  Knight's  scissors;  also,  cut  backward  about  an  inch;  I  then 
passed  the  Bosworth  snare  over  it,  letting  the  loop  extend  up- 
ward and  backward,  and  made  a  section  at  an  obtuse  angle; 
this  left  a  large  open  space  opposite  the  convexity,  with  de- 
cided relief  to  the  breathing  and  to  the  ears,  and  there  has  been 
no  crusting,  drying,  or  any  of  the  unpleasant  symptoms  usually 
attributed  to  turbinotomy. 

Miss  S.,  aged  forty-five  years,  consulted  me  in  October, 
1896.  She  complained  of  stenosis  on  the  left,  with  general  dis- 
comfort in  the  nasal  breathing.  Her  septum  was  deflected, 
with  a  moderate  amount  of  thickening  on  the  convex  side  press- 
ing deeply  into  the  outer  wall  of  the  middle  and  inferior  turbi- 
nal. I  sawed  off  all  of  the  thickening  down  to  the  concavity, 
leaving  the  mucous  membrane;  this  afforded  only  moderate  re- 
lief. Soon  the  turbinal  commenced  to  extend  to  its  normal 
position,  whence  it  had  been  pressed  b}^  the  septum,  and  closed 
the  liostril ;  I  then  resorted  to  turbinotomy,  and  sawed  into  the 
anterior  end  about  a  quarter  of  an  inch  from  its  attachment, 
and  passed  a  No.  5  steel  wire  in  a  Bosworth  snare  upward  and 
backward,  and  removed  the  turbinal  at  an  obtuse  angle;  im- 
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mediate  relief  was  experienced  without  any  unpleasant  symp- 
toms, and  the  patient  claims  that  none  of  the  objectionable  sub- 
jective symptoms  annoy  her  now. 

DISCUSSION, 

Dr.  Cline  said  that  this  Society  should  take  a  stand  against 
the  present  fashion  of  turning  out  throat  and  nose  special- 
ists after  a  few  weeks  of  instruction  in  some  medical  center. 
He  cited  a  case  in  which,  after  an  operation  by  one  of  these 
amateurs,  secondary  hemorrhage  occurred  and  nearly  cost  the 
patient  his  life. 

Dr.  Mylks  said  that  he  preferred  Knight's  scissors,  and  the 
operation  should  not  occupy  more  than  half  a  minute.  He 
thought  it  perfectly  safe  to  operate  in  this  speedy  manner. 

Dr.  HuBBAKD  said  that  he  had  operated  many  times  upon 
the  inferior  turbinate  in  the  manner  described  by  Dr.  Myles, 
but  packed  the  separated  part  against  the  bone  by  the  use  of 
an  astringent  tampon.  This  caused  an  adhesion,  and  the  hy- 
peremia of  the  separated  part  would  be  found  entirely  relieved 
in  a  number  of  days.  He  had  found  this  an  excellent  method 
of  relieving  stenosis  in  a  number  of  cases  instead  of  removing 
the  part  completely. 

Dr.  Snow  said  that  in  the  middle  turbinate  bodies,  he  be- 
lieved, was  to  be  found  the  key  to  the  successful  treatment  of 
many  of  the  catarrhal  diseases,  if  taken  early.  He  had  found  Dr. 
Myles'  cutting  forceps  to  be  most  efficient  and  handy,  allowing 
us  to  remove  just  such  portions  as  indicated. 

Dr.  Myles  said  that  he  had  seen  a  number  of  cases  in  which 
it  had  seemed  to  him  the  turbinates  had  been  unnecessarily  re- 
moved. Teachers  should  insist  upon  saving  the  turbinates 
unless  there  was  a  distinct  and  definite  object  to  be  gained  by 
their  removal. 

Dr.  Phillips  said  that  in  the  cases  of  abscess  of  the  septum 
that  he  had  seen  the  cause  had  usually  been  traumatism.  Gen- 
eral practitioners  should  be  alive  to  the  possible  serious  conse- 
quences resulting  from  blows  on  the  nose.  Many  nasal  de- 
formities had  such  an  origin.  He  had  never  met  with  abscess 
of  the  nasal  septum  in  very  young  children. 
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paper: 
CHRONIC  FOLLICULAR  TONSILLITIS. 


BY    W.     SCOTT    RENNER,     M.D. 


The  conditions  which  I  am  about  to  describe  are  not  cor- 
rectly defined  by  the  above  title ;  they  are  more  correctly,  al- 
though not  fully,  described  by  the  term  chronic  lacunar  tonsil- 
litis. Therefore,  if  you  will  pardon  me,  I  will  try  to  tell  you 
in  as  few  words  as  possible  just  what  are  the  classes  of  cases 
which  I  wish  to  include  under  the  above  title.  The  conditions 
are  simple  and  well  known  to  every  one,  but  the  symptoms 
vary  greatly  in  individual  cases,  and  the  reflex  manifestations 
produced  by  them  are  so  varied  that  I  hope  I  shall  be  excused 
for  calling  your  attention  at  this  time  to  so  simple  a  condition. 
I  wish  merely  to  excite  discussion  and  the  citation  of  cases  il- 
lustrating some  of  the  peculiar  phenomena. 

Chronic  follicular  tonsillitis  is  characterized  by  the  formation 
of  plugs  of  secretion  in  the  crypts  of  the  chronically  inflamed 
tonsils.  These  plugs  resemble  very  much  the  contents  of  com- 
edones; are  usually  about  the  size  of  a  rice  kernel,  but  vary 
very  greatly  in  size ;  they  are  white  or  yellowish- white  in  color 
and  have  a  very  offensive  odor,  which  is  brought  out  by  crush- 
ing them.  They  are  frequently  the  source  of  offensive  breath; 
when  crushed,  they  are  found  to  be  of  a  soft  cheesy  consist- 
ence ;  they  consist  of  the  material  discharged  from  the  tonsillar 
crypts,  and  are  made  up  of  leucocytes,  epithelium,  chalk, 
mucus,  and  the  various  bacteria,  etc.,  which  infest  the  mouth, 
among  which  leptothrix  frequently  plays  an  important  part. 
The  only  chronic  condition  with  which,  as  you  know,  this  can 
be  confounded,  is  mycosis  of  the  tonsil,  in  which  the  plugs  are 
of  a  more  dense  consistence  and  project  from  the  crypts  beyond 
the  surface  of  the  tonsil  like  small  cockspurs.  These  spurs  are 
removed  with  greater  difficulty  than  the  simple  plugs,  and  are 
found  when  examined  under  the  microscope  to  be  made  up 
entirely  of  leptothrix  or  some  other  form  of  mycotic  growth 
which  develops  very  rapidly,  the  spurs  replacing  themselves 
very  quickly  if  removed.  The  tonsils  themselves  in  which  the 
chronic  follicular  trouble  occurs  are  often  more  or  less  hyper- 
trophied,  but  some  of  them  are  considerably  atrophied ;  in  fact 
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some  are  so  small  that   they  cannot  be  seen  on  making  a  phar- 
yngeal examination  until   the  anterior  palatine   fold   is  pulled 
forward  and  to  one  side  with   a  probe,  when  frequently  one  or 
two  crypts  are  exposed  filled  with  very  large  plugs  of  secretion ; 
these  crypts  have   very  little   tonsillar  tissue  about  them,  and 
often  in  tonsils  of  much  larger  size  the  offending  crypt  is  not 
found  until  the  palatine  fold  is  pulled  aside  to  expose  it.      The 
number  of   crypts    which    are    inflamed  or  obstructed  varies 
greatly:  in  large   ragged   tonsils   the  gland  is  often  filled  with 
numerous  plugs;  small   tonsils  may  have   but  one  or  two  ob- 
structed crypts.     The  large  tonsils   with   numerous  crypts  do 
not  often  produce  so  unpleasant  or  so  marked  symptoms   as 
those  with  less  secretion,  especially  if   the   crypts  which   are 
giving  trouble  are  so  located  that  the  secretion  is  not  easily  ex- 
pressed from  its  bed  by  the  ordinary  movements  of  the  throat 
muscles.     The  larger  tonsils,  when  filled  with  the  secretion, 
unless  during  an   acute   exacerbation,  produce  only  a  sensation 
of  fulness  in  the  throat;  the  patients  who  have  more  obstruc- 
tion to  the  free  discharge  of  the   contents   of  the  lacunae  com- 
plain of  pain  in  the  throat,  pain  extending  to  the  ear  or  chest, 
pain  externally  in   the  cervical  region,  on  one  or  both  sides, 
fatigue   of  the   muscles   of   the    neck,    and   some    complain  of 
severe  neuralgia  and  various  other  indefinite  reflex  phenomena. 
The  plugs  do  not  produce  symptoms   while  they  are  small,  and 
when  they  are  once   expressed  from   the  crypts  the  symptoms 
usually  disappear  until  another  crop  has  had  time  to  form.     As 
the  masses  increase  in  size,    they  often  cause  a  swelling  at  the 
orifices  of  or  about  the  middle  of  the  duct  just  external  to  the 
offending  secretion ;  this  is  especially   apt  to   take  place  after 
exposure  to  cold,  after  the  ingestion  of  hot  food,  and  a  sudden 
increase  of  the  virulence  of  the   streptococci  contained  in  the 
secretion  may  set  up  an  acute  inflammation;  such  acute  attacks 
may  last  for  a  day  or  two,  or  may  end  in  a  regular  acute  follic- 
ular tonsillitis  involving   a  part  or  the  whole  of  the  tonsil,  or 
both  tonsils,    and   this  may  be    accompanied  by  more  or  less 
fever,  according  to   the  virulence   of  the  bacteria  contained  in 
the  inflamed  tonsil.      Should  the  tonsil  at  the  same  time  contain 
some  of  ths  Klebs-Loeffler  bacilli  such  a  case  would  be  classed 
by  our  boards   of  health  as  one  of  true  diphtheria.      Patients 
who  are  subject   to  frequent  attacks  of  quinsy  are  usually  sub- 
ject also  to  chronic  follicular  tonsillitis,  and  destruction  of  the 
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chronic  tonsillar  disease  will  do  much  to  prevent  the  annual  re- 
turn of  these  unpleasant  attacks. 

The  upper  angle  of  the  tonsil,  which  is  often  hidden  from 
view  between  the  anterior  and  posterior  palatine  folds  where 
they  approach  each  other  to  unite  in  the  soft  palate,  often  con- 
tains one  crypt,  sometimes  two  crypts,  with  their  external 
openings  pointing  upward.  Such  a  cavity  is  not  so  easil}^ 
emptied  as  one  which  is  directed  downward,  and  the  secretion 
remains  in  the  follicle  for  a  long  time.  When  you  examine  a 
tonsil  in  which  this  portion  is  producing  the  symptoms,  the 
patient  will  exclaim,  when  this  portion  of  the  tonsil  is  touched 
with  a  probe;  "That  is  the  place,"  and  if  in  such  a  case  you 
separate  the  sides  of  the  crypt  located  here  the  pearl-like  pellet 
of  secretion  will  usually  pop  out  or  can  be  easily  pressed  out  of 
its  bed.  Such  patients,  besides  complaining  of  some  dyspha- 
gia, will  complain  of  otalgia,  or  a  tickling  in  the  external  audi- 
tory canal  of  the  corresponding  side.  If  this  portion  of  the 
tonsil  is  touched  with  a  hot  electrode,  either  when  the  tonsil  is 
normal  or  when  it  is  diseased,  the  patient  will  complain  of  pain 
in  the  ear.  This  is  a  reflex  through  the  auricular  branch  of 
the  vagus.  I  have  frequently  located  the  cause  of  an  otalgia 
in  an  obstructed  lacuna  in  the  upper  part  of  the  corresponding 
tonsil.  This  symptom  is  usually  accompanied  by  some  dyspha- 
gia. Such  cases  were  especially  instructive  when  the  patients 
happened  to  be  suffering  at  the  same  time  from  chronic  deaf- 
ness, and  when  both  they  and  their  physicians  considered  that 
the  otalgia  and  the  deafness  were  due  to  the  same  cause.  This 
pain  in  the  ear  is  more  familiar  in  cases  of  severe  acute  inflam- 
mation in  this  region  of  the  throat,  such  as  a  peritonsillar  ab- 
scess or  quinsy.  Only  the  other  day  I  saw  a  case  with  severe 
pruritus  in  the  external  auditory  canal,  which  was  relieved  by 
applying  cocain  to  the  upper  portion  of  the  tonsil.  In  a  cli- 
mate such  as  is  found  in  the  region  of  the  Great  Lakes,  where 
all  parts  of  the  upper  air  passages  may  manifest  some  evidence 
of  catarrhal  inflammation,  it  often  becomes  difficult  to  locate 
exactly  the  cause  of  some  obscure  throat  symjDtoms.  It  is  of- 
ten very  diflticult  to  say  whether  the  symptoms  are  due  to  an 
obstructed  nose,  a  granular  pharyngitis,  or  to  some  condition 
of  the  pharyngeal,   lingual,  or  faucial  tonsils. 

The  following  history  of  a  case  illustrates  such  a  difficulty, 
which  occurred  to  me  a  few  months  ago,  when  the  trouble 
proved  to  be  due  to  an  unsuspected  condition  of  one  of  the  fau- 
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cial  tonsils.  A  general  practitioner,  a  friend  of  mine,  wrote  to 
me  as  follows:  "  May  I  encroach  upon  your  kindness  and  ask 
your  aid  in  an  obscure  case  of  mine.  The  patient,  a  married 
lady  of  twenty-five,  has  had  a  great  deal  of  trouble  with  her 
throat;  she  was  in  a  church  choir  a  long  time,  and  suddenly 
her  voice  began  troubling  her  in  sustaining  tones,  and  any 
exertion  of  singing,  or  even  talking  for  any  length  of  time, 
caused  her  to  have  a  constant  ache  and  acute  burning  sensation 
in  her  throat,  which,  in  fact,  is  the  condition  of  the  patient  at 
the  present  writing.  I  have  examined  her  carefully  from  time 
to  time,  and  beyond  a  condition  of  relaxation  and  general  con- 
gestion I  can  detect  nothing  pathological.  I  have  thought  it 
was  rheumatism,  but  rheumatic  pains  elsewhere  have  entirely 
disappeared,  while  this  remains,  and  both  she  and  I  are  dis- 
couraged. It  has  been  a  year  since  it  began,  and  I  have 
exhausted  my  remedies  without  result;  what  about  electricity  ? 
I  would  take  it  very  kindly  should  you  help  me  out."  There 
was,  of  course,  nothing  in  this  history  which  should  make  me  sus- 
pect the  tonsil  of  being  the  cause  of  the  trouble.  I  therefore  con- 
cluded that  she  probably  was  not  using  her  voice  properly,  etc., 
and  suggested  that  she  had  probably  been  improperly  trained  in 
the  use  of  her  voice,  and  that  she  had  some  nasal  obstruction 
which  he  might  have  overlooked,  which  would  increase  the  fa- 
tigue of  using  her  voice, especially  if  used  in  an  improper  manner. 
I  advised  him  to  use  the  electricity  as  he  had  suggested,  together 
with  iron  and  strychnin;  and  to  enjoin  rest  of  the  vocal  organs 
until  he  had  treated  her  nose  if  necessary,  and  until  she  could 
procure  a  better  vocal  instructor.  This  treatment,  of  course, 
did  not  help  her;  no  one  could  make  a  diagnosis  without  seeing 
the  patient.  In  a  few  weeks  she  came  to  Buffalo  to  see  me.  At 
first  I  could  see  nothing  in  the  throat  which  seemed  sufficient 
to  cause  her  symptoms,  for  besides  the  loss  of  her  singing  voice 
she  complained  bitterly  of  intense  pain,  neuralgic  in  character, 
in  the  right  half  of  her  neck.  Besides  this,  she  had  a  feeling 
of  great  fatigue  in  the  muscles  of  the  throat,  especially  after 
using  the  voice.  I  was  much  puzzled  for  a  cause  of  the 
symptoms.  I  found  her  throat  about  as  her  physician  had 
described  it.  She  had  some  granular  pharyngitis,  and  I  com- 
menced to  cauterize  the  patches  on  the  posterior  wall  oi  the 
pharynx,  and  was  engaged  in  the  third  seance  of  the  treatment, 
when  her  right  tonsil,  which  was  small  and  perfectly  smooth, 
attracted  my  attention.      I  noticed  a  much  distended  crypt  on 
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the  tipper  surface.  I  at  once  plunged  my  electrode  into  this 
opening.  The  tonsil  proved  to  be  simply  a  small  crypt-like 
organ  distended  with  inspissated  secretion,  and  I  opened  it  with 
the  electrode  and  destroyed  it.  After  thorough  destruction  of 
all  traces  of  the  tonsil,  which  was  accomplished  with  the 
galvanocautery  in  two  or  three  sittings,  all  symptoms  of  pain 
and  fatigue  disappeared;  her  voice  improved  under  proper 
vocal  instructions  and  tonic  treatment. 

This  is  only  one  of  the  many  cases  which  might  be 
cited  of  small  diseased  tonsils  which  have  been  the  unsuspected 
cause  of  distressing  symptoms.  A  paroxysmal  cough  is  fre- 
quently caused  by  some  diseased  condition  of  the  faucial 
tonsils.  In  children  the  cough  is  frequently  due  to  ver}^  large 
faucial  tonsils,  which  by  touching  other  parts  of  the  throat  set 
up  an  irritation,  resulting  in  distressing  and  prolonged  cough- 
ing. When  in  children  the  faucial  tonsils  are  not  enlarged,  the 
cause  of  the  cough  can  often  be  found  in  tlie  presence  of  a  large' 
amount  of  adenoid  tissue  in  the  vault  of  the  pharnyx,  but 
enlarged  tonsils  are  not  the  only  tonsils  which  are  productive 
of  cough.  It  frequently  has  its  origin  in  an  old  follicular  inflam- 
mation, sometimes  in  tonsils  which  are  very  much  atrophied. 
I  once  sought  for  a  long  time  for  the  cause  of  a  very  irritating 
cough  which  had  persisted  for  eighteen  years.  This  occurred 
in  a  patient  over  fifty  years  of  age.  I  found  the  cause  in  an 
an  obstructed  crypt  on  the  posterior  surface  of  the  right  tonsil; 
the  lacuna  was  prevented  from  easily  discharging  its  contents 
by  a  partial  adhesion  between  the  tonsil  and  the  posterior 
palatine  fold. 

Treatment. — A  paper  has  already  been  presented  at  this 
meet'ag  on  "Surgery  of  the  Faucial  Tonsils,"  therefore  it  will 
be  superfluous  for  me  to  enter  into  a  detailed  discussion  of  the 
treatment  of  these  cases.  I  shall  merely  outline  the  principal 
indications  for  treatment.  The  first  indication  is  to  open  and 
destroy  everj^  pocket  or  crypt  which  may  form  a  lodging- place 
for^secretion  or  particles  of  food,  and  secondly,  if  we  accept  the 
teaching  that  the  tonsil  is  simply  a  diseased  mass,  especially  in 
adult  life,  the  only  indication  for  treatment  is  to  remove  or 
destroy  all  of  the  diseased  mass,  to  eradicate  as  as  far  possible 
every  trace  of  tonsillar  tissue;  these  two  objects  may  be 
accomplished  in  various  ways,  and  the  individual  case  will 
suggest  to  the  experienced  operator  the  best  way  to  attain  his 
object:  the  destruction  of  the  tonsil.     The  conditions  of  which  I 


Chronic  l-'ollicular   Tonsillitis.  31 

have  spoken  are  usually  found  in  adult  life;  the  principal 
trouble  caused  by  hypertrophied  tonsils  in  children  is  due  to  the 
obstruction  which  they  cause  to  respiration,  and  this  usually  is 
due  more  to  the  accompanying  adenoids  than  to  the  tonsils, 
unless  the  tonsils  are  extremely  large.  Tonsillotomy  has  many 
opponents  among  the  laity,  by  whom  various  reasons  are  given 
for  their  belief  that  it  does  harm  or  no  good.  Most  of  the 
reasons  which  they  give  are  not  the  real  ones  for  the  failure  of 
the  operation  to  benefit  the  patient.  The  first  reason  for  the 
imsatisfactory  result  is  that  the  tonsils  have  been  removed, 
while  the  adenoids,  the  chief  cause  of  the  obstructed  breathing, 
have  been  left,  a  mistake  which  is  often  made  by  the  general 
surgeon  in  treating  these  cases.  The  second  reason  for  failure 
is  that  the  tonsils  have  not  been  thoroughly  enough  removed  to 
destroy  all  the  diseased  crypts,  and  consequently  the  patient 
will  still  be  subject  to  repeated  attacks  of  acute  follicular  and 
suppurative  tonsillitis;  in  these  cases  great  masses  of  lymphoid 
tissue  are  left  attached  to  the  palatine  folds,  while  only  the 
parts  of  the  tonsils  have  been  removed  which  projected  beyond 
the  folds  into  the  isthmus  of  the  fauces.  This  demonstrates 
that  all  adhesions  between  the  palatine  folds  and  the  tonsils 
should  be  broken  down  before  an  attempt  is  made  to  remove 
them  by  any  method.  It  is  also  important  that  the  tonsils  of 
children  should  be  more  thoroughly  removed  than  they  often 
are,  for  thereby  all  diseases  of  the  tonsil  which  might  occur  in 
adult  life  may  be  prevented. 

I  formerly  always  used  the  tonsillotome  in  removing  the 
glands  from  children's  throats,  but  lately  I  have  found  that 
a  much  more  thorough  operation  could  often  be  done  with  a 
cold  snare  in  many  cases,  because  the  loop  of  the  snare  could  be 
passed  well  in  between  the  palatine  folds  and  almost  every 
vestige  of  the  tonsil  removed.  In  adults,  when  the  offending 
tonsil  is  large  enough  to  grasp  with  the  snare,  I  use  it  to 
remove  the  organ,  and  the  ordinary  polypus  snare  is  usually 
sufficient  for  ordinary  hypertrophied  tonsils,  such  as  those  I 
have  described.  When  the  tonsils  are  fibroid  in  character  an 
ecraseur  or  the  galvanocautery  snare  might  be  necessary;  for 
very  flat  tonsils,  which  cannot  be  grasped  with  the  tonsillotomes 
or  snare,  some  other  method  must  be  followed.  I  usually  either 
lay  open  the  crypts  with  a  long  sharp  bistoury  and  remove  the 
intervening  portions  of  tonsillar  tissue  with  the  cold  snare  or  a 
pair    of    cutting-forceps,     or    destroy   them  by  means   of    the 
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galvanocautery.  •  The  cases  which  give  the  most  trouble  are 
those  in  which  large  crypts  are  situated  in  the  side  wall  of  the 
pharynx  with  scarcely  any  tonsillar  tissue  about  them;  here  the 
only  thing  that  can  be  done  is  to  change  the  whole  affair  into 
cicatrical  tissue  by  means  of  the  galvanocautery.  The  danger 
of  hemorrhage  after  the  removal  of  tonsils  occurs  most  fre- 
quently in  hyperplasia  of  the  tonsil,  the  fibrous  tonsils,  a  class 
of  cases  which  it  has  not  been  my  intention  to  speak  of  in  this 
paper. 

PAPER : 

REPORT  OF  CASES  OF  COMPLICATIONS  OF  MIDDLE- 
EAR  SUPPURATION. 


CHARLES    A.     THIGPEN,    M.    D. 


When  I  concluded  to  present  a  paper  to  this  distinguished 
society,  I  selected  the  subject  of  otitic  brain  disease.  But  on 
investigating  it  more  closely,  I  found  the  short  space  of  time  I 
had  at  my  disposal  would  not  give  me  the  opportunity  to  do 
the  subject  justice,  especially  when  it  has  already  been  so  ably 
presented. 

It  is  the  purpose  of  this  paper  to  report  a  few  cases  of  com- 
plications of  middle-ear  suppuration,  with  a  view  of  eliciting 
expressions  of  opinions  upon  them,  and  further  discussion  of 
the  subject. 

Case  I.  Empyevia  of  Mastoid — Extradural  Abscess — Oper- 
ation— Recovery. 

On  June  30,  1896,  J.  G.,  male,  white,  aged  thirty-eight  years, 
consulted  me  for  pain  in  the  right  side  of  head  and  earache, 
and  at  the  same  time  directed  my  attention  to  a  small  swelling 
situated  behind  the  ear;  patient  also  stated  that  at  times  he 
would  grow  very  dizzy.  About  five  or  six  months  previous  to 
his  visit  to  me,  he  had  an  attack  of  la  grippe,  complicated  by 
earache,  and  later  a  discharge  from  his  right  ear,  which  disap- 
peared after  a  few  days.  More  recently  he  has  had  chilly  sen- 
sations, followed  by  slight  elevation  of  temperature.  The 
patient  presented  a  somewhat  emaciated  condition,  and  upon 
examining  the  region  complained  of,  I  found  the  following: 
Drum  membrane  lusterless  and  a  minute  perforation  in  mem- 
brana  flaccida,  hearing  distance, — watch  at  two  feet.      Inflation 
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of  middle  ear  successful,  and  no  perforation  whistle.  His  tem- 
perature was  ioif°,  pulse  100,  and  over  a  small  area  correspond- 
ing to  the  temporo-occipital  sutare  there  was  slight  swelling 
and  tenderness.  In  the  immediate  vicinity  of  the  external 
auditory  canal,  the  mastoid  antrum  and  apex  of  the  mastoid, 
there  was  no  tenderness  on  pressure.  I  attached  but  little  signif- 
icance to  this  swelling,  thinking  that  it  might  be  a  small  periosteal 
abscess,  and  so  expressed  my  opinion.  I  advised  an  incision, 
however,  as  this  was  indicated,  and  at  the  same  time  I  could 
examine  the  condition  of  the  bone.  This  he  said  he  could  not 
have  done  without  ether,  so  1  consented  to  give  it  to  him.  Hav- 
ing moved  him  to  the  city  infirmary,  and  all  preparations  made 
for  the  operation,  I  made  an  incision  down  to  the  skull,  and  a  small 
amount  of  dark,  thick,  offensive  pus  escaped.  Having  sponged 
all  pus  and  blood  away,  I  examined  the  parts  more  closely,  and 
detected  a  small  fistula,  through  which  pus  exuded.  Following 
this  with  my  probe,  I  entered  the  cranial  cavity,  and  came  in 
contact  with  a  membranous  surface;  with  the  gouge  I  easily  en- 
larged this  fistulous  opening,  the  bone  being  soft,  when  the 
lateral  sinus  and  dura  were  exposed.  In  the  sulcus  for  the 
lateral  sinus  there  was  pus,  which  came  from  the  mastoid,  which 
had  perforated  backward.  I  then  opened  the  antrum  of  the 
mastoid,  the  incision  being  enlarged,  and  there  found  a  quantity 
of  pus  and  granulation  tissue.  The  sinus  was  not  affected,  so 
it  was  left  undisturbed.  The  wound  was  cleansed,  and  a  light 
packing  of  iodoform  gauze,  with  the  regular  antiseptic  dressing, 
completed  the  operation,  and  the  patient  was  placed  in  bed. 
He  came  from  under  the  anesthetic  well,  and  rested  comfort- 
ably until  I  saw  him  again  at  6  p.m.,  when  his  temperature  was 
995°'  pulse  100,  and  he  was  comparatively  free  from  pain.  July 
2d,  record  shows  a  comfortable  night,  with  the  exception  of 
slight  throbbing  and  aching  in  the  region  of  the  wound,  temper- 
ature 984°,  pulse  88.  6  P.M.,  temperature  99?°,  pulse  94,  res- 
piration 20.  July  3d,  8  A.M.,  temperature  984°,  pulse  78,  res- 
piration 18.  Wound  was  dressed,  and  dressings  were  very  little 
soiled.  Appetite  began  to  improve,  and  nourishment  was  well 
taken.  From  this  time  forward  patient  steadily  improved,  and 
was  so  well  on  July  8th  that  I  consented  for  him  to  return  to  his 
home  in  a  distant  part  of  the  State.  Occasional  reports  were 
favorable,  and  when  seen  six  months  ago  was  quite  as  well  as 
ever,  and  hearing  distance  was  normal. 

This    is   a   case   where  the  mastoid  perforated  posteriorly. 
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with  an  escape  of  pus  along  the  groove  for  the  lateral  sinus,  an 
extradural  abscess  in  posterior  cranial  fossa,  and  subsequently 
a  spontaneous  opening  externally,  which  Nature  had  made  along 
the  course  of  least  resistance,  at  the  suture  formed  by  the  junc- 
tion of  the  temporal  and  occipital  bones. 

Case  II.  Mastoid  Enipyevia  —  Operation — Apparent  Re- 
covery—  Three  Months  Later  Marked  Cerebral  and  Pyemic  Symp- 
toms— Removal  of  Cartons  Bone  and  Some  Offensive  Fluid., 
Evidently  from  Meningeal  Inflammation — Recovery. 

I.  H.,  female,  black,  aged  three  years,  came  to  my  office 
August  I,  1896,  for  a  pain  and  swelling  around  the  ear.  The 
mother  stated  that  since  birth  there  had  been  a  discharge  from 
the  right  ear,  which  she  did  not  think  was  anything,  and  allowed 
it  to  take  its  course.  A  few  months  ago  the  child  began  to  suf- 
fer from  earache,  and  shortly  afterward  there  appeared  a 
swelling  behind  the  ear  which  extended  downward  in  the  neck, 
and  a  little  later  an  opening  occurred  just  in  front  of  the  an- 
terior border  of  the  sternocleidomastoid  muscle,  and  has  been 
discharging  from  this  point  ever  since.  The  evidence  was  very 
plain  that  she  had  mastoiditis,  and  an  operation  was  advised, 
which  was  performed  the  next  day  by  my  brother,  who  removed 
the  entire  external  plate  of  the  mastoid  bone.  This  was  all 
soft  and  readily  came  away  by  the  use  of  the  curette.  The 
tympanic  cavity  was  also  entered,  and  the  carious  ossicles  were 
removed.  From  that  time  until  three  months  later  she  rapidly 
improved,  all  swelling  disappeared,  and  she  was  thought  to  be 
well,  and  accordingly  discharged.  A  short  while  afterward, 
to  my  surprise,  her  mother  called  at  my  office  and  stated  that 
the  child  had  a  hard  chill  the  day  before,  and  all  of  her  clothing 
was  saturated  from  perspiration ;  she  suffered  considerably  with 
headache,  and  was  delirious  at  times.  I  went  to  see  her  at 
once,  and  found  her  with  a  temperature  of  io6-|°F.,  pulse  and 
respiration  very  rapid,  and  she  was  apparently  suffering  great 
pain.  Remembering  how  thoroughly  the  diseased  bone  and 
tissues  had  been  removed  three  months  before,  I  hesitated 
somewhat  in  making  a  diagnosis  of  thrombosis  of  the  lateral 
sinus,  and  concluded  not  to  operate  again  until  I  was  thoroughly 
satisfied  that  her  case  was  not  one  of  malaria.  With  the  hope  of 
it  being  the  latter,  I  gave  her  a  cathartic  and  ordered  quinin 
afterward.  This  had  no  effect,  and  she  again  had  a  hard  rigor 
with  a  sudden  rise  of  temperature,  and  I  was  sure  some  acute 
cerebral  complication  was  taking  place.     Being  now  convinced 
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that  a  second  operation   was  necessary,   she  was  sent  to  the 
colored  infirmary  and  all  preparations  were  made.     A  large  in- 
cision was  made  corresponding  to  the  old  scar  from  the  former 
mastoid  operation,  which  was  joined  by  one  at  right  angles  ex- 
tending   backward  for   two   inches.      All   hemorrhage   being 
checked,  the  lateral  sinus  was  exposed,  and  a  sterilized  needle 
introduced  and  some  blood  withdrawn.     This  was  found  to  be 
normal,  and  no  further  interference  with  the  sinus  was  made. 
The  bone  around  sinus  was  carious  and  soft,  and  there  was  a 
small  amount  of  an  offensive  serous  fluid,  which  evidently  came 
from  meningeal  inflammation.     At  this  period  of  the  operation 
the   patient    began   to   grow  very  weak,  respiration  bad,  and 
almost  pulseless,  and  I  concluded  to  do  nothing  more.    I  turned 
my  attention  to  the  dressing  of  the  wound,  while  she  was  held 
with  head  downward  by  an  assistant,  so  that  she  might  not  die 
on  the  table.     Having  completed  the  operation  she  was  placed 
in  bed,  the  head  inclined  downward,  and  vigorously  stimulated. 
For  two  hours  there  was  very  little  evidence  of  reaction,  and  I 
thought  she  would  die,  and  accordingly   left  instructions  with 
the  nurse  to  telephone  me  on  the  moment  of  her  death,  as  I 
wished  to  make  an  autopsy.     Not  hearing  further  from  her,  I 
made  my  usual  evening  visit,  and  very  much  to  my  surprise 
and  gratification,  I  found  the  patient  fairly  well  reacted  and 
taking  some  nourishment.     From  this  time  on  she  made  an  un- 
interrupted recovery,  and  I  discharged  her  quite  well.     • 

This  case  presents  the  following  instructive  points :  The  ap- 
parent cure  of  her  mastoid  trouble,  while  in  the  midst  of  health, 
the  onset  of  the  violent  cerebral  and  septic  symptoms,  which 
rapidly  disappeared  from  simply  exposing  the  lateral  sinus,  by 
the  removal  of  diseased  bone,  and  the  liberation  of  a  small 
amount  of  inflammatory  exudation. 

Case  III.  Chronic  Suppurative  Otitis  Media,  %uith  Mastoid 
Involvement— Extradural  and  Cerebral  Abscess— Operation- 
Autopsy. 

October  31,  1896,  was  called  in  consultation  to  see  J.  C, 
whose  family  physician  (Dr.  Seelye,  of  Montgomery),  had 
given  me  something  of  his  history  and  symptoms,  and 
before  I  reached  the  house  my  diagnosis  was  practically 
made.  The  patient  was  nineteen  years  of  age,  and  up 
to  the  previous  April  had  enjoyed  good  health,  with 
exception  of  colds  and  earache  and,  as  the  family  ex- 
pressed it,   "risings  in  the  head."     This  condition   had  con- 
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tinued,  with  intervals,  since  he  was  six  years  of  age  until  his 
last  attack,  from  which  his  ear  did  not  recover,  but  continued 
to  discharge,  and  to  which  he  attached  but  little  significance. 
More  recently,  he  has  suffered  from  constant  headache,  and  at 
times  would  become  very  blind  and  dizzy,  with  nausea  and  vom- 
iting. These  symptoms  were  ascribed  by  his  family  to  bilous- 
ness,  and  his  ear  received  no  attention.  Notwithstanding  the 
treatment  for  bilousness,  he  continued  to  grow  worse,  when  his 
family  physician  was  called  in,  who  realized  that  he  had  some 
grave  cerebral  complication.  On  my  first*visit,  I  found  my 
patient  in  a  stupor  from  which  he  could  be  roused  with  greatest 
difficulty,  and  all  questions  put  to  him  were  either  unanswered 
or  very  unintelligently  so.  His  temperature  was  102°;  his 
pulse,  84;  respiration,  20,  and  regular.  Upon  examination  of 
his  ears  I  found  a  very  offensive  discharge  from  the  left,  and 
the  region  over  the  mastoid  painful  on  pressure;  there  were  no 
paralyses  of  the  ocular  muscles,  and  the  pupils  responded  well 
to  light.  It  was  my  opinion  that  he  had  mastoiditis  with  intra- 
cranial complications,  and  the  prognosis  very  unfavorable,  and 
any  procedure  for  his  relief  only  speculative.  His  mother  being 
a  sensible  woman,  she  readily  consented  to  an  operation,  and  he 
was  accordingly  removed  to  the  city  infirmary  and  prepared  for 
it.  On  the  morning  of  November  ist  hiii  condition  was  about 
the  same  as  the  previous  afternoon;  temperature,  100°;  pulse, 
100;  respiration,  20.  My  intention  was,  first,  to  open  the  mas- 
toid, which  I  found  thickened  and  sclerosed,  and  which  con- 
tained a  small  quantity  of  very  offensive  pus;  next,  the  lateral 
sinus,  which  I  exposed  and  explored  and  found  healthy,  I  then 
continued  my  incision  forward  along  the  zygoma,  to  explore  the 
middle  cranial  fossa,  which  I  did  by  perforating  the  temporal 
bone  above  external  auditory  opening.  No  sooner  had  I  pene- 
trated the  cavity  than  a  considerable  amount  of  dark  offensive 
pus  escaped.  With  light  sponging  all  of  this  was  removed,  and 
the  probe  passed  in  every  direction.  The  dura  around  this 
point  seemed  firm  and  intact,  with  no  evidence  of  further  ex- 
istence of  pus.  As  patient  began  to  grow  weak,  it  was  thought 
best  not  to  continue  further  interference,  so  after  completing 
the  dressing  he  was  placed  in  bed  and  stimulated.  He  reacted 
well,  and  at  i  p.m.  his  pulse  was  100;  temperature,  100°, 
respiration,  regular.  Later  in  the  afternoon  there  began  a 
slight  twitching  of  right  side  of  face,  which  continued  for  twenty 
minutes.    6  p.m.,  temperature,  102°;  pulse,  100;  respiration,  24; 
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recurrence  of  twitching;  swallows  with  difficulty.  November 
2d,  8  a.m.,  temperature,  99-§°;  pulse,  90;  respiration,  22.  Twitch- 
ing of  right  side  of  face  continues,  and  patient  takes  very  little 
nourishment.  6  p.m.,  twitching  of  right  side  of  face  continues, 
with  slight  convulsive  movements  of  right  arm.  November  3d, 
the  twitching  of  face  and  convulsive  movements  of  right  arm 
w'ere  so  pronounced  that  I  decided  to  open  the  skull  over  the 
motor  area  for  the  face  and  upper  extremity  of  right  side.  His 
temperature,  pulse,  and  respiration  being  favorable  for  further 
interference,  he  was  conveyed  to  the  operating  room  at  4:30 
P.M.  and  anesthetized.  The  ordinary  incision  for  opening  the 
cavity  of  the  skull  was  made  corresponding  to  the  entire  length 
of  the  fissure  of  Rolando,  and  the  trephine  placed  over  the  lower 
one-third.  A  plate  of  bone  was  removed,  and  this  opening  was 
enlarged  anteriorly  by  the  rongeur.  The  dura  was  exposed 
and  showed  no  pulsation.  A  sterilized  needle  was  introduced, 
and  a  thick,  creamy  pus  was  withdrawn.  An  incision  about 
two  inches  in  length  was  made  through  the  dura,  and  about 
two  ounces  of  thick,  offensive  pus  escaped.  Search  was  made 
for  more  in  every  direction  with  negative  results.  The  wound 
was  dressed  as  usual,  and  patient  ])laced  in  bed.  He  was  some 
time  in  reacting  from  the  operation,  and  no  sooner  had  the 
effects  of  the  anesthetic  passed  away  than  violent  convulsions 
of  his  entire  right  side  began.  This  condition  continued,  with 
short  intervals,  during  the  entire  night,  and  until  7.40  p.m.  of 
the  next  day,  when  he  died. 

Autopsy. — Brain  was  removed  and  attention  was  at  first  di- 
rected to  the  region  of  the  middle  ear  and  mastoid.  There  was 
a  small  fistula  through  the  tegmen  tympani,  through  which  pus 
entered  the  middle  cranial  fossa.  Between  the  dura  and  the 
internal  osseous  wall  there  was  a  small  space  where  the  pus  lay, 
which  was  reinovcd  at  the  first  operation.  This  was  securely 
walled  in  by  Nature  on  all  sides.  The  dura  was  intact  and  firm, 
with  the  exception  of  a  dark  spot  which  corresponded  to  the 
fistula  in  the  bone.  Corresponding  to  this  spot  in  dura  and  in 
bone  there  was  also  one  at  the  base  of  the  temporosphenoidal 
lobe,  which  was  grangrenous.  This  was  easily  pushed  through 
with  the  probe  into  a  large  pus  cavity,  which  was  incised,  and 
a  great  amount  of  thick,  offensive  pus  escaped.  This  was  a 
case  of  chronic  middle-ear  suppuration,  complicated  by  mas- 
toiditis, which  existed  for  years,  and  later  there  was  established 
a  fistulous  communication   with  the  middle  cranial   fossa,  the 
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formation    of   an    epidural    abscess,    abscess    of    the  temporo- 
sphenoidal  lobe,  a  localized  purulent  meningitis,  and  death. 

Case  IV.     Fitrulent    Otitis  Media — Paracejitesis — Opening 
of  Alas  to  id;  A^o  Pus  Found — Typical  Pyemia — Recovery. 

About  December  i,  1896,  J.  T.  G.,  male,  white,  aged  thirty- 
seven,  had  an  attack  of  la  grippe,  which  affected  the  accessory 
nasal  cavities.  There  was  considerable  constitutional  disturb- 
ance and  prostration.  A  few  days  after  this  he  began  to  suffer 
with  earache  and  pain  in  the  right  side  of  head,  which  steadily 
increased  in  severity  up  to  the  time  I  saw  him.  Examination 
of  the  ear  showed  a  red  and  bulging  membrane;  region  behind 
the  ear  very  sensitive  on  pressiire.  Paracentesis  of  tympanum 
was  performed,  with  escape  of  a  seropurulent  fluid,  and  patient 
expressed  himself  as  being  very  much  relieved.  I  instructed 
him  to  remain  in  bed,  use  hot  applications  to  his  ear,  and  warm 
gentle  antiseptic  douches  in  ear  canal.  Improvement  was 
steady  for  a  few  days,  when  he  began  to  suffer  again,  and  noth- 
ing but  opiates  would  relieve  him.  His  temperature  ranged 
from  101°  to  104°  F.,  and  his  pulse  was  very  rapid,  and  his  head 
symptoms  were  so  violent  that  I  feared  meningitis.  I  advised 
opening  the  mastoid,  with  the  hope  of  finding  the  cause  of  his 
agony  there.  He  readily  consented  to  the  operation,  and  at 
4  P.M.  of  December  29th  I  did  the  usual  operation  for  mastoi- 
ditis. His  temperature  at  that  time  was  io2|°  F.  ;  pulse,  120; 
respiration,  24.  On  opening  the  mastoid  I  was  surprised  to 
find  no  pus.  I  removed  the  outer  wall,  and  sought  in  every 
direction,  thinking  that  there  might  be  some  hidden  cell  filled 
with  it,  but  none  was  found.  Having  promised  him  to  open 
the  mastoid,  and  no  more,  I  did  not  explore  the  cranial  cavity. 
The  wound  was  dressed  in  the  usual  manner,  the  patient  came 
out  well  from  ether,  and  I  left  him  in  charge  of  the  nurse.  My 
next  visit,  the  following  morning,  the  patient  stated  that  he  had 
a  comfortable  night,  without  the  slightest  pain  in  ear  or  head, 
and  from  that  time  he  has  never  had  a  recurrence  of  his  head 
symptoms.  But  his  temperature  continued,  ranging  from  100° 
to  104°  F.,  and  each  time  I  saw  him  he  presented  more  and  more' 
the  aspect  of  a  septic  patient.  On  January  3d  he  complained  of 
pain  in  his  left  leg,  but  there  was  no  redness  or  swelling  there. 
The  pain  increased  the  next  day,  however,  and  on  inspecting 
the  leg  carefully,  a  slight  redness  and  swelling  existed  over  the 
inner  side,  which  increased  in  area  very  rapidly.  Evaporating 
and   antiseptic   lotions   were   applied,  with   bandaging,  which 
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made  him  more  comfortable.  Two  days  later  he  had  a  slight 
rigor,  followed  by  profuse  sweating,  and  I  was  sure  he  had  an 
abscess  somewhere.  On  directing  my  attention  again  to  his 
leg,  I  found  an  abscess  of  the  cellular  tissue,  which  I  opened, 
and  I  felt  sure  that  my  patient  would  now  recover.  This  open- 
ing led  into  a  blind  fistulous  canal  which  extended  as  high  as 
the  popliteal  space.  A  counter-opening  was  made  here,  and  a 
drainage-tube  inserted.  The  patient  rapidly  improved  for  a  few 
days,  when  he  experienced  pain  in  right  shoulder.  Upon  ex- 
amination I  detected  redness  and  swelling  over  an  area  corre- 
sponding to  the  deltoid  muscle,  which  was  also  incised  and 
treated  as  usual.  A  short  while  after  this  he  began  to  cough, 
followed  later  by  mucopurulent  expectoration,  evidently  from 
a  small  pulmonary  abscess.  The  course  of  this  case  was  a  very 
prolonged  one,  occupying  a  space  of  over  three  months,  being 
discharged  well  on  April  ist. 

A  case  of  typical  pyemia.  Aside  from  its  origin,  it  presented 
nothing  more  than  ordinary  interest.  It  is  of  interest  to  otolo- 
gists because  of  its  aural  origin  without  mastoid  suppuration. 
Through  what  channels  the  septic  matter  passed,  and  just  how 
systemic  infection  occurred  we  can  but  suppose  that  it  was 
through  the  lateral  or  the  petrosal  sinuses. 

In  the  management  of  intracranial  complications  of  middle- 
ear  suppuration,  I  believe  we  should  follow  the  old  maxim: 
Wherever  there  is  pus  it  chould  be  liberated,  and  its  source 
sought.  That  if  obscure  symptoms  mask  its  location,  explora- 
tory measures,  when  aseptically  practised,  can  dono  harm,  and 
if  there  is  any  class  of  cases  where  early  operative  interference 
should  be  made,  it  is  intracranial  complications  of  middle-ear 
disease. 
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PAPER: 


A    CASE    OF    MASTOIDITIS   WITH    THROMBOSIS  OF 
THE  LATERAL  SINUS. 


BY    EWING    W.     DAY,     A.M.,     M.D. 


Thrombosis  of  the  sinus  or  jugular  vein,  as  a  complication 
to  purulent  otitis  media,  is  always  of  interest  to  the  otologist. 
The  recovery  of  these  cases  are  rare,  except  by  the  removal  of 
the  clot  by  a  successful  operation. 

The  case  to  which  I  wish  briefly  to  call  your  attention  is 
one  in  which  Nature  successfully  accomplished,  with  some 
timely  assistance,  what  we  failed  to  do  by  surgical  interfer- 
ence. 

On  January  3d,  I  was  asked  by  Dr.  Edsall  to  examine  a 
case  under  his  care  in  the  Children's  Hospital.  The  history 
given  was  as  follows:  Mary  F. ,  aged  eight  years,  was  admitted 
to  the  hospital  on  December  25,  1896.  Since  four  years  of  age 
she  had  had  a  bilateral  otitis  media  purulenta,  the  result  of 
scarlet  fever,  in  early  November  she  was  taken  sick  with 
"grip,"  and  during  this  attack  the  discharge  from  her  ears, 
the  right  one  in  particular,  was  reestablished.  Two  weeks 
subsequent  to  her  admittance  to  the  ward,  a  swelling  appeared 
in  the  neck  upon  the  right  side,  a  little  below  the  jaw,  and  be- 
neath the  sternocleidomastoid  muscle,  which  in  time  en- 
croached so  much  on  the  pharyngeal  space  as  to  cause  severe 
dyspnea  and  great  difficulty  in  swallowing,  but  there  was  never 
any  evidence  of  any  special  inflammatory  condition.  With  the 
appearance  of  this  swelling  the  patient's  health  declined,  and 
the  temperature  excursions  became  greater,  often  reaching 
105°  F.,  and  there  were  several  distinct  attacks  of  convulsions. 
The  swelling  in  the  pharynx  became  so  great  that  suffocation 
was  feared,  and  her  removal  to  the  hospital  advised.  While 
being  examined  by  the  house  physician,  pressure  was  made 
over  the  swelling  in  the  neck,  which  caused  a  rupture  of  the 
abscess  in  the  pharynx,  and  a  large  amount  of  pus  was  dis- 
charged through  the  mouth  and  nostrils.  This  relieved,  tem- 
porarily, the  urgency  of  her  symptoms,  but  she  soon  showed 
evidence  of  profound  toxemia.  At  the  time  I  saw  the  case 
with  Dr.   Edsall  the    patient  was    emaciated,    intensely   pros- 
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trated,  with  marked  dulness  of  the  intellect,  but  no  delirium. 
Pupils  normal.  Pulse  about  130  and  weak.  Temperature  dur- 
ing most  of  the  day  about  99/^°  F-»  with  a  sharp  rise  to  104  or 
105  degrees  occurring  each  evening.  The  former  swelling  in 
the  neck  was  at  this  time  almost  unnoticeable,  but  there  was 
considerable  induration  over  its  site,  which  was  mistaken  for  a 
thrombosis  of  the  jugular.  The  right  ear  was  discharging  a 
large  quantity  of  very  offensive  pus.  There  was  no  sagging  of 
the  roof  of  the  external  canal,  nor  swelling  or  redness  over  the 
mastoid  process.  Deep  pressure  failed  to  elicit  any  signs  of 
tenderness.  From  ihe  history  given  us,  and  from  the  patient's 
condition  at  this  time,  we  were  led  to  believe  that  the  source  of 
the  trouble  lay  in  the  mastoid,  although  almost  every  symptom 
of  this  condition  was  wanting. 

In  opening  the  mastoid,  an  unusual  amount  of  bleeding  was 
present  of  a  venous  nature.  The  external  table  of  the  mastoid 
was  hard  and  moderately  thick.  The  interior  was  found  in  a 
necrotic  condition,  filled  with  pus,  and  necrosed  bone.  In  the 
anterior  part  of  the  floor  of  the  process  a  sinus  was  found  lead- 
ing downward  beneath  the  sternomastoid  muscle,  through 
which  a  probe  could  be  passed;  thus  explaining  the  origin  of 
the  abscess  which  had  formed  in  the  neck.  From  the  amount 
of  venous  oozing,  and  other  conditions,  it  was  believed  at  this 
time  that  the  lateral  sinus  and  jugular  vein  must  be  involved. 
The  jugular  vein  was  exposed  with  the  intention  of  ligating 
it  previous  to  exposing  the  sinus.  While  the  carotid  artery 
and  sheath  were  easily  found,  the  vein  itself  was  found  totally 
collapsed.  The  sinus,  through  which  the  abscess  in  the  neck 
had  ruptured  into  the  pharynx  was  also  discovered,  and  a  probe 
could  be  passed  along  its  course  to  the  middle  of  the  pharyngeal 
space  and  upward  toward  the  mastoid.  At  this  point  it  was 
found  necessary  to  abandon  the  operation  on  account  of  dark- 
ness, with  the  intention  of  exposing  the  sinus  on  the  following 
day  if  the  conditions  seemed  to  justify  it. 

Following  the  opening  of  the  mastoid  there  was  a  decided 
amelioration  in  the  patient's  symptoms,  and  further  interfer- 
ence was  delayed.  For  four  days  the  temperature  was  only 
slightly  above  normal,  the  pulse  and  general  conditions 
were  markedly  better,  and  larger  quantities  of  nourishment 
assimilated,  but  on  the  8th  the  former  temperature  cycle  began 
again,  going  suddenly  to  104°  F.,  with  increased  prostration  of 
the  patient.     It  was  then  deemed  advisable  to  expose  the  sinus 
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in  the  hope  of  finding  the  thrombus.  This  was  done  on  Jan- 
uary loth.  The  patient's  condition  at  this  time  was  even  worse 
than  at  the  first  operation,  and  the  ophthahnjc  examination  of 
the  eyes  showed  a  beginning  optic  neuritis  in  the  right  eye. 
There  was  also  a  swollen  condition  of  the  right  side  of  the  neck, 
which  had  developed  since  the  first  operation.  The  dressings 
removed  from  the  mastoid  were  clean,  with  no  sign  of  pus.  A 
curved  flap  was  turned  down  over  the  course  of  the  sinus,  and 
the  skull  perforated  at  a  point  about  an  inch  behind  the  external 
canal.  The  hemorrhage  was  very  great,  mostly  of  a  venous 
nature.  Every  small  capillary  seemed  to  be  converted  into  a 
large  vessel.  A  scratch  of  the  bone  with  a  chisel  would  be  fol- 
lowed by  free  oozing  of  blood.  This  bleeding  was  very  diffi- 
cult to  control.  When  the  lateral  sinus  was  exposed,  its  walls 
protruded  into  the  opening,  and  it  was  found  to  be  very  tense, 
though  the  pulsations  could  be  easily  felt,  but  it  did  not  give 
the  feel  to  the  touch,  as  though  obstructed  by  a  clot  or  organ- 
ized mass  at  this  point,  but  pus  was  found  overlying  the  dura. 
The  sinus  was  uncovered  in  its  course  forward  to  the  posterior 
wall  of  the  mastoid,  and  a  small  opening  discovered  which  led 
into  the  mastoid  cell.  The  bone  between  the  sinus  and  the  pos- 
terior walls  of  the  mastoid  was  cut  away  in  the  endeavor  to 
reach  the  deeper  portions  of  the  sinus,  at  which  point  it  was 
judged  that  the  thrombus  existed.  The  loss  of  blood  up  to  this 
time  had  been  very  great.  The  patient  was  pulseless,  and,  ap- 
parently, dying;  and  further  procedures  had  to  be  abandoned. 
The  wound  was  hastily  packed  and  dressed,  and  restoratives 
administered.  The  patient  was  left  on  the  table,  in  the  full 
belief  that  recovery  was  impossible.  For  twenty-four  hours  it 
was  uncertain  whether  or  not  the  patient  would  rally  from  the 
shock.  Reaction  was  slow  and  the  anemia  from  the  operation 
was  profound.  The  course  of  the  case  for  the  next  ten  days 
was  one  of  profund  toxemia,  the  temperature  each  day  going 
to  the  neighborhood  of  io6°  F. ,  accompanied  by  sudden  drops, 
sometimes  being  subnormal,  with  the  pulse  almost  impercep- 
tible, and  respirations  very  rapid  and  irregular.  There  was  no 
distinct  rigor  preceding  these  attacks,  and  consciousness  was 
not  lost.  Vomiting  was  absent,  except  on  one  occasion,  the 
second  evening  after  the  lateral  sinus  was  uncovered,  and  this 
was  not  severe. 

Four  days  after  the   second  operation   the  swelling  in  the 
neck   had  increased    and    was   opened    by    Dr.   Anderson.      A 
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pocket  of  considerable  size  was  found  deep  under  the  sterno- 
mastoid  and  posterior  to  the  digastric  muscles.  This  contained 
a  large,  partly  disintegrated  clot  of  blood  and  pus.  The  blood- 
clot  showed  all  the  signs  of  having  been  formed  for  a  consider- 
able length  of  time.  The  carotid  artery  lay  exposed  at  the 
bottom  of  this  opening,  with  its  sheath  covered  with  granula- 
tions. A  probe  was  passed  well  up  to  the  region  of  the  jugular 
foramen,  and  it  in  no  w^ay  communicated  with  the  sinus  that 
was  found  when  first  the  mastoid  was  opened.  The  cavity  was 
washed  out  and  drained.  For  the  next  eight  days  the  tempera- 
ture ranged  from  98.8"  to  106. 2°F.  Depression  and  anemia  re- 
mained profound  and  nutrition  seemed  to  have  failed  utterly  in 
spite  of  the  fact  that  the  patient  took  and  retained  considerable 
quantities  of  milk  and  seemed  always  himgry.  On  January 
22d,  the  temperature  camedownto  100°,  and  imtil  February  2d 
ranged  from  there  to  97.4°F.  By  the  first  week  in  February  the 
patient  seemed  in  a  fair  way  to  recover  when  a  new  complica- 
tion developed.  This  time  it  was  the  lungs  which  were  the 
seat  of  trouble.  The  temperature  suddenly  reached  103°.  There 
developed  here  a  profuse  expectoration,  very  disagreeable  in 
odor,  and  the  lower  lobe  of  the  right  lung  was  found  affected, 
caused  without  doubt  by  a  septic  infarction.  Examination  of 
the  sputum  for  tubercular  bacilli  gave  negative  results,  although 
staphjdococci,  in  considerable  numbers,  were  present.  Repair 
of  the  opening  in  the  mastoid  bone  was  very  slow  in  becoming 
established,  and  it  was  not  until  the  pulmonary  trouble  had 
well  subsided  that  active  repair  began.  The  pus  pocket  in  the 
neck  also  began  to  fill  up,  granulating  from  the  bottom,  about 
the  same  time.  From  the  latter  part  of  February  convalescence 
became  practically  uninterrupted,  the  only  phenomenon  of  this 
period  being  the  supervention  of  pronounced  bradycardia  with 
interruption  in  the  pulse  on  about  every  twentieth  beat.  This 
persisted,  though  in  a  somewhat  less  degree,  up  to  the  time  of 
her  discharge  from  the  hospital. 

The  treatment  used  in  the  case,  aside  from  operative 
measures,  was  free  stimulation  with  whisky,  combined  with 
strychnia  and  digitalis.  At  the  time  the  patient  left  the  hos- 
pital, the  last  week  in  March,  the  opening  in  the  bone  and  in 
the  neck  were  both  closed  perfectly,  there  was  no  discharge 
from  the  ear  on  the  afi^ected  side  beyond  a  slight  moisture,  the 
cough  was  gone  and  she  had  gained  several  pounds  in  weight. 
She  was  able  to  be  about  and  play  with  other  children  and  was 
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in  all  respects  a  healthy  child.  The  vitality  possessed  by  the 
little  patient  was  truly  remarkable.  At  the  time  of  her  entrance 
to  the  hospital  one  would  have  been  justified  in  thinking  that 
she  would  die  from  inanition,  if  from  no  other  cause,  yet  she 
was  able  to  pass  successfully  through  two  severe  operations, 
attended  with  considerable  loss  of  blood,  and  a  third  slight 
operation,  endure  a  long  period  of  pus  absorption  attended 
.with  extreme  maximum  of  temperature  each  day,  resist  a  pul- 
monary involvement  and  yet  convalesce  in  about  three  months. 
Much  credit  is  due  to  Dr.  Eicher,  the  interne  at  the  hospital, 
for  his  resourceful  management  of  the  case  in  the  man}'  emer- 
gencies which  arose  during  its  progress. 

The  interesting  points  presented  in  this  case  are: 

ist.  A  mastoiditis,  unaccompanied  by  the  usual  symptoms 
of  that  disease. 

2d.  The  perforation  of  the  bone  through  to  the  digastric 
fossa,  and  the  unusual  course  taken  by  the  pus  to  the  pharynx. 

3d.  The  perforating  of  the  posterior  wall  of  the  mastoid 
process,  producing  a  localized  meningitis  and  thrombosis, 
probably  at  the  bulbus  of  the  internal  jugular. 

4th.  An  obliterating  phlebitis,  of  the  jugular  vein,  which 
to  a  great  extent  protected  the  lungs  and  other  organs  from 
infection. 

5th.  The  breaking  down  of  this  thrombosis,  and  of  the 
jugular,  and  the  formation  of  the  second  abscess  in  the  neck. 

6th.  A  localized  septic  pneumonia,  probably  from  an  em- 
bolism carried  by  some  collateral  vein  to  the  lungs. 

7th.     The  ultimate  recovery  of  the  patient, 

DISCUSSION. 

Dr.  W.  H.  Daly  (Pittsburg)  said  that  these  two  papers  were 
very  instructive  and  reflected  the  greatest  credit  on  the  gentle- 
men connected  with  them. 

Dr.  E.  B.  Dench  said  that,  at  the  last  meeting,  he  had  re- 
ported two  cases  of  intracranial  complications  of  middle-ear 
disease  that  had  been  successfully  treated  by  operation.  Since 
then  he  had  had  three  cases  of  sinus  thrombosis.  The  third 
case  was  an  infant  upon  whom  he  had  performed  a  mastoid 
operation  one  year  before.  In  the  interval  the  child  had  been 
perfectly  well.  On  opening  the  site  of  the  former  operation, 
he  found  extensive  caries  of  the  bone  and  the  sinus  occluded  by 
a  thrombus.  This  was  removed  and  the  wound  packed.  Re- 
covery ensued.  In  another  case  the  patient  was  a  man, 
twenty-two  years  of  age,  presenting  all  the  signs  of  mastoditis. 
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The  ordinary  mastoid  operation  was  done.  About  four  days 
later  the  temperature  rose  to  105.5°  F.,  and  on  exposing 
the  sinus  a  thrombus  was  found  and  removed.  In  another  case 
there  was  beginning  involvement  of  the  lateral  sinus,  which 
was  only  discovered  near  the  completion  of  the  mastoid  opera- 
tion. The  wound  and  sinus  were  packed  with  iodoform  gauze, 
after  free  incision  of  the  sinus,  and  the  patient  recovered 
without  further  trouble.  These  cases  abundantly  confirmed 
the  position  assumed  by  the  speaker  at  the  meeting  held  one 
year  ago,  regarding  the  wisdom  of  radical  and  early  operation 
in  these  cases. 

Dr.  F.  L.  Jack  (Boston)  said  in  mastoid  operations  it  was 
always  difficult  to  decide  just  how  far  the  operation  should  be 
carried.  He  referred  to  one  case — an  acute  case — in  which  pus 
was  removed  from  the  mastoid  cells.  The  temperature  fell 
immediately  after  the  operation.  After  a  week  there  was  chill 
and  fever,  and  on  second  operation  a  very  minute  spot  of  soft- 
ened bone  was  found  near  the  lateral  sinus,  and  removed.  He 
was  quite  sure  that  this  was  not  present  at  the  first  operation. 
The  patient  became  pyemic,  and  finally  died. 

Dr.  Thigpen  said,  in  his  closing  remarks,  that  he  always 
stated  to  his  patients  with  mastoid  disease  that  it  was  quite 
possible  that  a  second  operation  might  be  necessary.  It  was 
his  practice  to  have  the  temperature  taken  every  two  hours 
after  the  operation,  as  he  had  found  from  sad  experience  that 
this  was  important. 
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paper: 
CHRONIC  NON-SUPPURATIVE  OTITIS  MEDIA. 


BY    S.     MAC    CUEN    SMITH,    M.D. 


My  object  in  presenting  a  paper  on  this  subject  is  not  to 
offer  anything  especially  new  in  therapeutic  measures,  but 
with  the  hope  that  it  will  create  sufficient  interest  to  stimulate 
an  active  and  exhaustive  discussion  of  this  most  intractable 
disease,  which  would  no  doubt  prove  of  interest  and  benefit  to 
us  all. 

Being  preeminently  an  affection  that  depends  for  its  exist- 
ence upon  some  abnornial  condition  of  the  nose  and  throat,  we 
must  necessarily  consider  the  nasopharynx  not  only  as  the  most 
important  etiologic  factor,  but  also  a  matter  for  sober  thought 
when  the  more  serious  subjects  of  treatment  and  prognosis  are 
under  consideration.  This  becomes  all  the  more  important 
from  the  fact  that  the  disease  (in  its  early  stages)  is  one  that  is 
practically  without  symptoms.  In  other  words,  the  pathologic 
changes  in  the  nasopharynx  and  tympanum  will  have  contin- 
ued for  some  time  before  the  aural  implication  becomes  mani- 
fest; furthermore,  the  function  of  the  conducting  apparatus 
will  often  become  seriously  impaired  before  the  patient  realizes 
that  his  ears  are  sufficiently  at  fault  to  require  treatment.  It 
is  generally  at  this  stage,  or  even  when  the  disease  is  more  ad- 
vanced^ that  the  patient  applies  for  relief,  suggesting  that  he  is 
only  suffering  from  one  of  the  many  "colds  in  the  head." 

It  is  quite  probable  that  suppurative  diseases  of  the  ear''^ 
constitute  the  greatest  number  of  all  aural  troubles,  and, 
furthermore,  occasion  most  of  the  serious  complications  found 
in  otology;  but  we  feel  justified  in  claiming  that  few  dis- 
eases in  the  wide  domain  of  medicine  are  capable  of  perpet- 
uating an  existence  so  absolutely  miserable  and  distressed 
as  afflicts  one  suffering  from  the  advanced  stages  of  the  disease 
under  consideration.  It  is  for  the  alleviation  and  cure  of  these 
unfortunates  that  our  unceasing  efforts  should  be  earnestly  ap- 
plied, hoping  that  we  may  be  able  to  continue,  or  even  excel, 
the  progress  shown  in  the  past  few  years. 

Several  groups  or  varieties  of  cases  might  be  considered, 
each  having  more  or  less  distinctive  features,  but   for  clinical 
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purposes  it  will  be  sufficiently  accurate  to  regard  these  several 
forms  as  simply  successive  stages  of  the  same  progressive  dis- 
ease, beginning  with  the  simple  catarrhal,  and  ending  with  the 
sclerotic,  or  even  the  more  advanced  atrophic  changes,  involv- 
ing, finally,  the  internal  ear  itself,  and  accompanied  by  all 
the  discomfort  of  distressing  deafness,  tinnitus,  vertigo,  etc. 

In  support  of  the  claim  that  all  chronic  non-suppurative  in- 
flammations of  the  tympanum  are  primarily  caused  by  an  ex- 
tension of  some  existing  abnormal  condition  of  the  naso- 
pharynx, we  need  but  call  attention  to  the  well-known  fact  that 
all  manner  and  condition  of  people  are  affected  to  the  same 
extent.  Those  surrounded  by  the  best  possible  circumstances 
to  promote  and  preserve  perfect  health,  are  afflicted  in  pre- 
cisely the  same  manner  as  those  occupying  the  humbler  walks 
of  life,  and,  therefore,  not  in  a  position  to  enjoy  the  benefits  of 
modern  sanitary  and  hygienic  living.  We  do  not  believe, 
therefore,  that  the  relative  general  health  of  individuals  (except 
those  influenced  by  syphilis  and  allied  diseases),  has  any  ma- 
terial influence  upon  the  development  of  the  disease  under  con- 
sideration. The  true  primary  exciting  cause  must  be  looked 
for  in  the  form  of  one  of  the  common  catarrhal  conditions  of 
the  nasopharynx,  and,  therefore,  very  few  patients  materially 
improve  without  energetic  treatment  of  these  organs. 

Further  consideration  of  this  subject  will  be  confined  to  that 
advanced  form  of  disease  characterized  by  more  or  less  ob- 
struction of  the  Eustachian  tube  (a  complete  obliteration  of 
their  lumen  being  infrequent),  marked  reaction  of  the  mera- 
brana  tympani,  with  a  greater  or  less  degree  of  thickening  and 
opacity;  depression  or  displacement  of  the  ossicles,  with  subse- 
quent complete  ankylosis  of  their  articular  surfaces,  and,  finally, 
the  membrane  and  ossicles  bound  down  by  firm  bands  of  ad- 
hesions to  the  promontory,  thus  suspending  their  respective 
functions,  and  causing  a  complete  obstruction  to  the  transmis- 
sion of  sound.  If  in  addition  we  have  impaction  (even  bony 
union)  of  the  stapes  into  the  fenestra  ovalis,  and  subsequent  in- 
volvement of  the  labyrinth  or  auditory  nerve,  is  it  to  be  won- 
dered that  a  most  miserable  existence  is  the  result,  or  that  so 
many  surgical  and  other  measures,  of  doubtful  utility,  have 
been  from  time  to  time  employed  for  their  relief  ? 

Although  great  progress  has  been  made  in  aural  therapeu- 
tics during  the  past  few  years,  much,  nevertheless,  remains  to 
be  accomplished  in  the  pathology  and  treatment  of  this  trouble- 
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some  disease.  Manifestly  the  essential  point  in  treatment  is  to 
correct  or  remove  the  cause;  treatment  applied  to  the  ear  alone 
can  only  be  successful  when  the  disease  is  of  recent  date,  and 
Nature  unaided  improves  the  exciting-  cause  in  the  nasopharynx. 
Not  only  must  the  exciting  catarrhal  condition  of  the  nose  and 
throat  be  improved  as  far  as  possible,  but  we  deem  it  of  the 
greatest  importance  that  free  nasal  respiration  shall  be  estab- 
lished, as  it  is  only  by  this  correct  respiratory  action  that  proper 
ventilation  of  the  tympanic  cavity  can  be  obtained.  Cases  with 
little  or  no  involvement  of  the  internal  ear  can  usually  be  ben- 
efited to  a  greater  or  less  degree.  If  there  is  but  little  change 
in  the  texture  or  position  of  the  membrana  tympani,  no  rigid- 
ity of  the  ossicles,  and  an  absence  of  atrophic  changes,  involv- 
ing the  tympanic  cavity,  very  little  and  simple  treatment  will 
frequently  produce  satisfactory  results.  On  the  other  hand,  a 
long  and  vigorous  treatment  is  usually  required,  when  we  at- 
tempt the  relief  of  patients  in  whom  the  drumhead  has  under- 
gone various  changes,  and  is  firmly  attached  by  bands  of  adhe- 
sion to  the  tympanic  walls,  and  associated  with  ankylosis  and  a 
malposition  of  the  ossicles. 

It  would  seem  folly  to  hope  for  relief  in  cases  of  this  kind, 
without  first  causing  liberation  of  the  membrana  tympani  and 
ossicles.  In  recent  years  our  method  of  treatment  has  been  to 
make  an  incision  through  the  membrana  tympani,  either  ante- 
rior or  posterior  (one  or  both)  to  the  long  handle  of  the  malleus, 
and  extending  along  its  entire  length.  Through  these  epenings 
is  introduced  a  small  knife  (the  cutting  edge  being  at  right 
angle  to  the  handle),  with  which  we  carefully  divide  the  bands 
of  adhesions;  then  with  a  small  hook  we  grasp  the  handle  of 
malleus  high  up,  and  with  gentle  but  firm  traction  endeavor  to 
break  up  the  ankylosis.  A  few  drops  of  sterilized  oil  (liquid 
albolene)  are  now  introduced  into  the  tympanic  cavity,  the  ob- 
ject being  to  supply  a  non-irritating  lubricant,  which  will  both 
facilitate  the  natural  movements  of  the  drumhead  and  ossicles, 
and  also  assist  in  preventing  future  adhesions.  The  camphor- 
menthol  solution,  as  suggested  by  Dr.  Bishop,  can  be  substi- 
tuted for  the  plain  oil,  when  a  mild,  stimulating  application  is 
indicated.  The  canal  is  now  well  filled  with  iodoform  gauze 
(care  being  taken  not  to  impinge  upon  the  membrana  tympani), 
and  the  patient  is  required  to  remain  in  bed  about  forty-eight 
hours.     The  gauze  should  be  removed  on  the  second  or  third 
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day,  at  which  time  the  incised  drum   will  have  become  wholly 
reunited. 

Careful  massage  of  the  membrana  tympaniand  ossicles  with 
Siegle's  pneumatic  speculum  is  now  performed,  and  should  be 
repeated  at  intervals  of  three  or  four  days,  until  a  satisfactory 
position  is  permanently  established.  In  this  connection  it  may 
be  of  interest  to  state  that  the  experience  of  the  writer  has 
thoroughly  convinced  him  that  we  can  obtain  much  better  re- 
sults from  massage  by  the  iise  of  Siegle's  pneumatic  speculum 
than  by  the  employment  of  the  various  elaborate  and  costly  ap- 
pliances-generally  used  for  this  purpose. 

When  necessary,  additional  injections  of  oil  can  be  made,  by 
the  aid  of  a  long  hypodermic  needle,  directly  through  the  drum- 
head, or  by  way  of  the  Eustachian  tube.  With  a  view  of  still 
further  promoting  absorption,  and  for  its  general  alterative 
effects,  the  patient  is  given  from  ten  to  twenty  hypodermic  in- 
jections of  hydrochlorate  of  pilocarpin,  at  intervals  of  two  or 
three  days.  Internally  we  administer -J-grain  each  of  iodin  and 
bromin,  i-ioo  grain  of  phosphorus,  and  1-40  grain  of  strych- 
nia, to  be  taken  four  times  daily  for  several  weeks.  It  is  as- 
sumed that  the  nasopharynx  (including  the  Eustachian  tube) 
will  have  received  proper  care  beiore  the  above  line  of  treat- 
ment is  instituted.  The  result  of  this  treatment  has  been  very 
satisfactory  in  many  cases,  relieving  the  tinnitus  and  vertigo, 
and  materially  improving  the  hearing;  furthermore,  beneficial 
results  have  been  obtained  after  other  methods  of  treatment 
failed  to  bring  about  improvement. 

During  a  period  of  several  years  we  have  conducted  a  large 
series  of  experimental  operations  for  the  relief  and  cure  of  the 
disease  under  consideration,  and  as  a  result  of  these  observa- 
tions we  may  conclude:  (i)  that  the  best  and  most  permanent 
results  will  be  obtained  from  conservative  treatment,  as  out- 
lined above;  (2)  that,  as  the  operative  measure  herein  sug- 
gested is  practically  without  risk,  its  adoption  seems  advisable 
before  more  formidable  operations  are  resorted  to;  (3)  that  the 
majority  of  cases  without  labyrinthine  implication  will  be  re- 
lieved of  tinnitus  and  vertigo  and  greatly  improved  in  their 
hearing  power;  (4)  that  chronic  cases  with  internal  ear  in- 
volvement do  not  offer  hope  for  a  continued  improvement  in 
hearing  power,  but  may  frequently  be  relieved  of  tinnitus  and 
vertigo;  (5)  that  exxision  of  any  part  of  the  conducting  appa- 
ratus is  only  justifiable  when  relief  from  severe  tinnitus  and 
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vertigo  is  the  object  of  treatment,  and  other  measures  have 
failed. 

DISCUSSION. 

Dr.  Sargeant  F.  Snow  (Syracuse)  said  that  the  long-standing- 
cases  of  ear  trouble,  with  a  history  of  catarrhal  deafness  for 
ten  or  fifteen  years,  were  usually  looked  upon  as  unfavorable. 
He  had  done  thishimself  up  to  the  last  three  years.  The  prospect 
of  relief  depended  not  so  much  on  the  amount  of  deafness  as 
upon  the  amount  of  retraction  of  the  drum  and  dislocation  of 
the  ossicles.  The  all-important  point  was  to  thoroughly  remove 
from  the  nasal  passages  all  growths  causing  obstruction  or  pres- 
sure. In  the  very  chronic  cases  good  results  might  not  come 
if  such  operative  treatment  were  speedily  followed  by  measures 
to  relieve  the  deafness;  but  if  the  latter  were  deferred  until 
Nature  had  had  time  to  restore  the  natural  condition  of  the 
mucous  membrane,  the  outlook  would  be  far  better.  This 
restoration  might  occur  in  some  cases  within  two  months,  in 
others  it  might  be  two  years.  In  his  opinion  the  best  treatment, 
when  not  necessary  to  work  on  the  ossicles  as  described  so 
thoroughly  in  the  paper,  consisted  in  repeated  and  thorough 
stimulation  of  the  parts.  He  used  camphor  and  iodin  vapor, 
introduced  through  the  Eustachian  catheter  under  a  good  air 
pressure.  This  application  seemed  to  tone  up  the  relaxed 
mucous  membrane  of  the  middle  ear,  and  relieve  the  catarrhal 
condition  of  the  tube.  A  case  was  cited  of  a  man  who  had  come 
tinder  his  care  in  1894.  This  man  could  not  hear  with  the  left 
ear  the  loud  whispered  voice,  but  could  hear  in  the  right  ear  at 
a  distance  of  five  inches.  The  nasal  passages  were  cleared  out 
and  since  last  October  he  had  been  treated  with  camphor  and 
iodin  vapor  twice  a  week.  In  the  left  ear  he  could  now  hear 
at  a  distance  of  forty-eight  inches,  and  in  the  other  at  a  dis- 
tance of  eight  feet.  The  speaker  said  that  the  great  improve- 
ment observed  in  this  case  had  been  duplicated  several  times  in 
his  experience.  He  believed  many  practitioners  failed  to 
introduce  the  vapor  fairly  into  the  middle-ear  cavity.  It  could 
not  be  done  in  every  instance  by  light  air  pressure,  and  hence 
he  carefully  used  air  from  the  reservoir — sometimes  under  a 
pressure  of  eighteen  to  twenty  pounds — to  open  up  the  tube, 
in  those  instances  where  it  did  not  seem  necessary  to  use  the 
bougie. 

Dr.  Frank  B.  Sprague  (Providence)  said  that  he  had  long 
made  it  a  rule  not  to  give  a  bad  prognosis  in  those  cases  until 
after  he  had  given  the  recognized  methods  of  treatment  a  fair 
trial.  As  a  result,  he  succeeded  in  securing  satisfactory  im- 
provement in  cases  which  certainly  had  appeared  almost 
hopeless  at  the  beginning.  The  importance  of  securing  a  clear 
passage  through  the  nose  and  Eustachian  tube  to  the  tympanic 
cavity,  and  as  far  as  possible  a  healthy  condition  of  the  parts, 
could  hardly  be  overestimated. 
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Amono-  the  various  means  of  direct  treatment  to  the  middle 
ear,  he  had  employed  with  very  favorable  results  a  method  of 
massage  used  for  a  long  time  by  Dr.  Blake  of  Boston,  known 
as  Homa's  massage,  consisting  of  a  series  of  movements  of  the 
tragus,  sufficient  to  close  the  meatus  tightly,  made  by  pressure 
with  the  tip  of  the  finger.  This  is  followed  by  the  use  of  the 
Politzer  "plug"  (consisting  of  paraffin,  simple  cerate,  and 
cotton)  with  a  thread  attached.  By  the  insertion  of  this  plug 
the  canal  is  converted  into  a  hermetically  sealed  cavity,  from 
which,  after  a  sufficient  time  has  elapsed,  the  air  is  absorbed 
by  the  normal  absorption  process  of  the  skin,  and  a  vacuum  is 
is  produced,  which  tends  to  withdraw  the  retracted  drumhead, 
and  with  it  the  depressed  ossicles  from  their  abnormal  position. 

A  certain  amount  of  hyperemia  is  necessarily  produced  in 
the  tissues  of  the  tympanic  cavity.  This  has  its  beneficial  ef- 
fect in  the  way  of  a  counter-irritant.  The  plug  should  only  be 
used  in  one  ear  at  a  time,  and  should  only  be  left  in  over  night, 
it  having  been  inserted  on  retiring. 

The  objection  to  the  pneumatic  massage,  either  with 
Siegle's  speculum  or  other  forms  of  massage  instruments,  is  the 
danger  of  stretching  the  tympanic  membrane.  Another  con- 
sisted in  using  injections  through  a  Eustachian  catheter,  bring- 
ing the  fluids  in  contact  with  the  mucous  membrane  of  the 
tympanic  cavity.  For  this  purpose  he  has  used  benzoinol  or 
albolene,  either  plain  or  containing  menthol  and  camphor,  and 
also  solutions  of  carbolic  acid  and  iodin  in  benzoinol.  He  pre- 
ferred to  use  the  fluid  rather  freely,  and  with  sufficient  pressure 
to  carry  the  fluid  into  the  tympanum.  The  results  had  been 
very  good. 

A  method  pursued  in  Politzer's  clinic  consisted  in  the  injec- 
tion of  sterilized  oil  through  the  catheter,  using  as  much  as  the 
tympanic  cavity  would  hold.  This  caused  violent  irritation  for 
a  lime,  and  even  pain,  but  he  had  never  seen  untoward  results. 
One  of  Professor  Schwartze's  methods  was  to  use  massage  with 
the  elastic  sound,  and  it  gave  admirable  results.  Pressure  was 
made  on  the  short  process  of  the  malleus. 

Dr.  William  H.  Daly  (Pittsburg)  asked  the  strength  of  the 
mixture  injected  into  the  tympanic  cavity;  also,  whether  Dr. 
Sprague  had  practised  the  method  extensively,  and  whether 
fainting  or  nausea  had  been  observed  in  connection  with  this 
treatment. 

Dr.  Sprague  replied  that  he  had  never  seen  fainting  or 
unpleasant  consequences.  He  had  used  it  constantly  for  a  year 
in  both  private  and  hospital  practice.  He  used  a  solution  of 
20  grains  each  of  camphor  and  menthol  in  one  ounce  of 
benzoinol.  Half  an  ounce  of  this  was  usually  mixed  with  half 
an  ounce  of  Schiefflin's  iodin  and  carbolic-acid  mixture  in 
benzoinol.  With  an  ordinary  eye-dropper  fifteen  or  twenty  drops 
were  instilled  into  the  Eustachian  catheter,  and  then,  with  the 
air-bag,  forced  into  the  tympanic  cavity. 
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Dr.  ScHEPPEGRELL  is  stronglv  opposed  to  the  use  of  com- 
pressed-air apparatus,  as  suggested  by  Dr.  Snow.  He  recalls 
a  case  in  the  practice  of  an  experienced  aurist  in  which  the 
tympanic  membrane  had  been  perforated  by  means  of  the  Pol- 
itzer  bag ;  and,  if  this  is  possible  with  this  instrument,  how  much 
greater  danger  would  there  be  with  the  compressed-air  appa- 
ratus, which  formerly  was  much  used,  but  is  now,  fortunately, 
little  practised. 

As  regards  the  pneumatic  speculum,  in  these  cases  the  dif- 
ficulty is  that  where  there  are  adhesions  and  ankyloses  the  in- 
fluence of  rarefaction  and  condensation  is  expended  on  the  more 
flaccid  parts  of  the  drum  which  yield  more  readily,  and  but 
little  influence  is  exerted  on  the  points  which  form  the  real  ob- 
ject of  the  manipulation.  As  regards  the  use  of  a  plug  to  keep 
up  the  vacuum,  this  is  difficult  to  accomplish.  If  successful  the 
decrease  of  atmospheric  pressure  would  cause  a  conge->tion  of 
the  drum  and  of  the  surrounding  parts,  which  would  ultimately 
^prove  injurious  to  the  patient.  This  could  easily  be  observed 
by  producing  a  rarefaction  by  means  of  a  Siegle's  speculum. 

Dr.  E.  E.  Holt  (Portland,  Me.)  said  that  in  the  early  days 
of  his  practice  it  was  the  custom  to  make  an  opening  in  the 
membrana  tympani,  and  some  operators  introduced  thestilette. 
The  practice  of  cutting  the  tensor  tympani  muscle  was  also  em- 
ployed. These  operations  were  seldom  practised  now.  Each 
case  of  aural  disease  should  be  treated  individually.  The  his- 
tory of  a  large  number  of  cases  would  necessarily  cause  one  to 
give  an  unfavorable  prognosis.  He  had  used  the  plugs,  and 
thought  he  had  derived  some  benefit  from  them,  but  had  now 
discontinued  their  use.  The  nasopharynx  should  receive  care- 
ful attention  in  every  case.  In  all  of  these  cases,  whatever  the 
treatment  made,  it  was  very  important  to  keep  the  patient 
busy. 

Dr.  EwiNG  W.  Day  (Pittsburg)  said  that  there  was  a  certain 
class  of  cases  in  which  no  improvement  followed  a  careful 
treatment  of  the  nose  and  throat,  and  even  division  of  the  ad- 
hesions in  the  ear.  At  one  time  the  writer  of  this  paper  had 
been  enthusiastic  over  the  more  radical  measures — removal  of 
the  ossicles,  for  example — and  he  would  like  to  know  whether 
he  still  advocated  such  procedures.  Personally,  he  felt  that 
such  treatment  would  give  remarkably  good  results  if  the  cases 
were  carefully  selected.  He  cited  a  case  of  extreme  deafness 
in  which  he  had  removed  the  ossicles  entirely.  As  a  result  the 
patient  was  able  to  hear  ordinary  conversation  at  a  distance 
of  three  feet.  He  had  probably  operated  upon  a  dozen  cases 
in  this  way  during  the  past  year,  and  fully  eight  had  been  de- 
cidedly improved",  while  the  remaining  four  were  neither  better 
nor  worse.  The  vertigo  following  the  operation  was  some- 
times very  distressing,  persisting  in  these  cases  for  a  week  or 
more. 

Dr.  R.  C.  Myles  asked  how  many  of  these  cases  had  been 
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Operated  upon  over  a  year,   and  if   Dr.    Day  had  succeeded  in 
finding  the  footplate  of  the  stapes. 

Dr.  Day  replied  that  the  last  case  had  been  operated  upon 
in  January,  1897.  He  had  a  collection  of  the  ossicles,  includ- 
ing the  footplate.  The  improvement  would  be  greater  at  first 
than  afterward,  but  it  had  remained  fairly  constant  after  the 
third  week.  Some  of  the  cases  had  been  under  observation  for 
about  two  years. 

Dr.  HoLBKOOK  Curtis  spoke  of  the  use  of  the  olivary  bougie, 
with  a  mild  galvanic  current  passed  though  the  Eustachian 
tube  by  means  of  an  insulated  catheter.  He  said  that  a  prac- 
titioner had  told  him  a  year  ago  that  he  had  had  excellent  results 
from  this  treatment  in  the  Eustachian  tube,  dilating  strictures 
by  electrolysis,  and  curing  tinnitus  and  chronic  otitis. 

Dr.  M.  R.  Ward  (Pittsburg)  said  that  where  the  adhesions 
in  the  middle  ear  were  extensive  and  firm,  the  Politzer  bag 
would  do  but  little  good.  It  was  a  very  simple  procedure, 
however,  to  make  an  incision  into  the  drum,  and  by  gentle 
traction  break  up  the  adhesions.  He  had  done  this  operation 
several  times,  and  in  some  instances  with  very  good  results. 
In  adults  it  was  not  usually  necessary  to  give  a  general  anes- 
thetic; a  mild  solution  of  cocain  could  be  injected  with  a  hypo- 
dermic syringe.  After  the  operation  massage  should  be  given. 
The  operation  is  simple,  and  in  properly  selected  cases  produc- 
live  of  much  benefit. 

Dr.  J.  E.  Nichols  said  that  in  cases  in  which  the  tube  was 
at  all  closed  up  the  Valsalva  method  of  insufflation  was  injuri- 
ous, because  the  mucous  membrane,  in  a  state  of  turgidity,  was 
pressed  up  against  the  Eustachian  orifices,  and  thus  prevented 
the  proper  entrance  of  the  air.  It  was  also  injurious  because, 
if  the  difficulty  were  unilateral,  the  normal  ear  would  be  dele- 
teriously  affected  by  the  hypertension.  In  cases  sclerosis  of 
the  membrane  the  pneumatic  speculum  could  be  used,  but  it 
was  injurious  in  cases  of  atrophy.  The  pressure  applied  from 
the  outside  causes  an  extra  yielding  of  the  already  thin  surface, 
and  no  effect  on  the  ankylosed  ossicles.  Moreover,  the  tinnitus 
was  increased. 

Dr.  Sprague  said  that  he  had  been  with  Dr.  Jack  in  his  first 
stapes  operations,  and  he  had  certainly  got  many  excellent  re- 
sults. Some  of  these  stapes  operations  had  been  followed  by 
no  result  whatever;  but  in  other  cases — not  Dr.  Jack's,  butin  the 
hands  of  other  operators — there  had  been  an  infinite  amount  of 
harm  done.  He  had  known  persons  to  be  afflicted  with  vertigo 
and  other  distressing  symptoms  for  many  months  after  the  re- 
moval of  the  stapes. 

Dr.  ScHEPPEGRELL  givcs  little  credence  to  the  statement 
made  to  Dr,  Curtis  in  regard  to  cures  of  chronic  middle-ear 
disease  by  galvanism.  He  desired  to  know  how  the  method 
had  been  accomplished-  where  the  dispersing  electrode  had 
been  been  placed,  and  which  pole  had  been  applied.      In  most 


54     American  Laryngo logical,  Rhinohgical,  and  Otological  Society. 

of  the  cases  which  he  had  seen  reported,  the  details  were  so 
vague  and  contradictory  that  he  did  not  consider  them  reliable. 
This  method  may  be  productive  of  much  injury.  When  a  cur- 
rent of  from  one  to  five  milliamperes  is  applied  to  the  Eusta- 
chian orifice  by  means  of  a  metallic  sound,  there  is  an  intense 
concentration  of  electric  energy,  which  is  not  only  painful,  but 
which  will  produce  an  ulcer  resulting  in  cicatricial  contraction 
of  this  opening. 

In  his  own  experience,  two  milliamperes  for  a  few  seconds 
were  sufficient  to  produce  intense  vertigo.  The  only  occasion 
in  which  he  uses  electricity  at  this  point  is  in  stenosis  of  the 
Eustachian  orifice,  when  the  electrolytic  method  is  sometimes 
useful. 

Dr.  W.  H.  Daly  (Pittsburg)  thought  it  was  much  better  for 
the  practitioner  to  test  the  strength  of  the  current  upon  his 
own  tongue  than  to  trust  to  any  milliamperemeter. 

Dr.  Phillips  said  that  any  one  proposing  to  use  galvanism 
for  these  diseases  should  first  make  a  careful  study  of  the  source 
of  the  electric  current — as  to  its  pressure  rather  than  its  quan- 
tity. Fine  gradations  of  voltage  were  necessary,  in  order  to 
avoid  pain  and  shock.  Most  controllers  and  batteries,  on  this 
account,  were  crude  and  almost  useless  for  use  in  highly  sensi- 
tive areas.  Milliamperemeters  were  untrustworthy,  but  it  was 
possible  to  secure  a  reliable  meter. 

Dr.  Smith,  in  closing,  said  that,  of  course,  the  operative 
measures  should  not  be  undertaken  until  other  measures  had 
failed.  The  object  of  massage  was  to  produce  exhaustion  and 
compression,  and  the  exhaustion  should  occur  before  the  com- 
pression, for  if  this  order  were  reversed  vertigo  would  result. 
He  had  performed  upward  of  300  operations  for  the  removal  of 
the  ossicles,  almost  entirely  confining  the  operation  to  the 
malleus  and  incus.  One  case  had  had  persistent  vertigo  for 
nearly  a  month.  He  had  never  purposely  removed  the  stapes 
on  this  account.  The  hearing  had  improved  very  markedly  in 
the  majority  of  cases,  but  very  few  of  them  had  retained  the 
amount  of  improvement  that  had  been  observed  shortly  after 
the  operation.  His  experience  had  been  that  cases  that  did  not 
not  improve  without  bougies  did  not  improve  with  them.  The 
catheter  should  be  used  chiefly  in  cases  in  which  there  was  ob- 
struction due  to  mucus  or  some  secretion  from  the  middle  ear. 
He  had  not  advocated  massage  in  the  atrophic  cases. 

Dr.  J.  C.  Kerr  reported  a  case  of  Laryngectomy  for  Laryngeal 
Disease.  Tracheotomy  had  been  performed  one  month  before 
the  laryngectomy  had  become  necessary. 

The  points  in  favor  of  operation  were:  (i)  the  strong  proba- 
bility of  the  growth  being  malignant;  (2)  the  growth  being 
unilateral;  (3)  no  lymphatic  involvement,  and  no  infiltration  of 
external  tissues. 

The  patient  was  a  female,  aged  fifty-four,  in  poor  health. 
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and  with  inactive  kidneys.     The  patient  died   a  week  after  the 
operation  had  taken  place. 

DISCUSSION    ON    KERr's    REPORT. 

Dr.  Phillips  said  that  he  had  studied  these  cases  carefully 
for  several  years  past,  considering^  especially  the  results  of  the 
various  operative  procedures.  He  had  come  to  believe  that 
in  the  majority  of  cases  a  growth  once  benign  was  always  be- 
nign, and  once  malignant  was  always  malignant.  In  a  case  of 
his  own,  recently  reported,'  almost  every  symptom  and  condi- 
tion pointed  to  a  malign  growth — a  papilloma — yet  microscop- 
ical examination  showed  it  to  be  undoubtedly  an  epithelioma. 
One-half  of  the  larynx  was  removed  by  operation,  and  at  this 
time  there  was  no  evidence  whatever  of  involvement  of  sur- 
rounding tissues,  and  he  had  advised  operation  only  on  account 
of  its  being  in  a  very  early  stage.  The  operation  was  done  last 
November,  and  up  to  the  present  time  there  had  been  no  evi- 
dence of  recurrence. 

The  history  of  operative  interference  in  these  cases  was  ex- 
tremely discouraging.  A  very  large  percentage  died  during 
the  first  few  days  after  the  operation,  and  even  when  they  lived 
through  it,  in  the  majority  of  cases  it  was  but  to  die  from  a 
recurrence.  He  did  not  believe  that  on  an  average  life  was 
prolonged  by  such  operations,  and  he  would  advise  operative 
interference  only  during  early  stages.  Some  observers  advised 
early  tracheotomy  in  these  case,  and  it  would  be  noted  that  the 
symptoms  of  the  disease  would  suddenly  abate  after  a  prelim- 
inary tracheotomy.  If  any  operative  procedure  were  to  be  un- 
dertaken it  should  be  the  radical  one,  for  partial  removals 
seemed  only  to  hasten  the  progress  of  the  disease.  For  this 
reason  he  believed  that  intralar3^ngeal  partial  removal  was  to  be 
condemned  in  every  instance. 

Dr.  Myles  said  that  about  one  year  ago  a  patient  had  come 
under  his  observation  with  a  inalignant  growth.  Two  speci- 
mens had  been  examined  microscopically,  but  with  no  very 
definite  result.  He  then  made  a  deep  section  with  the  Heryng 
double  excisor  curette,  and  obtained  a  specimen  for  examina- 
tion, at  the  same  time  insisting  that  the  patient  should  be  oper- 
ated upon  at  once  after  such  interference  if  the  growth  proved 
to  be  malignant.  The  microscopist  reported  that  the  growth 
was  undoubtedly  malignant. 

Looking  over  the  literature  of  the  subject,  he  had  found 
that  it  was  a  most  dangerous  operation,  the  patient  dying  fre- 
quently either  from  sep:ic  pneumonia  or  from  a  peculiar  con- 
dition of  asthenia.  The  patient,  who  was  very  anxious  to  have 
his  larynx  removed,  submitted  to  an  operation  by  Cohen's 
method,  which  was  performed  by  Dr.  J.  A.  Bodine  of  New 
York.     The  larynx  was  completely  removed,  and  all   connec- 

'  The  Laryn}^oscope,  June,  1897. 
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tion  with  the  rhinopharynx  cut  oflf.  The  healing  process  was 
kindly,  but  there  was  much  trouble  from  drying  of  the  mucus 
in  the  trachea.  It  was  now  about  a  year  since  the  operation; 
the  man  had  gained  twenty  pounds  or  more  in  weight,  and  his 
voice  was  fairly  distinct.  This  was  a  good  result,  but,  in  his 
opinion,  it  was  an  exceedingly  exceptional  one.  There  was  at 
the  present  time  considerable  mystery  connected  with  the 
deaths  of  some  of  these  patients,  who  apparently  do  well  for 
about  a  week,  and  then  suddenly  die. 

Dr.  John  A.  Thompson  said  that  at  one  time  the  same  argu- 
ment could  have  been  made  against  ovariotomy  as  had  just 
been  offered  against  laryngectomy,  but  fortunately  the  general 
surgeons  had  not  acted  upon  this  rather  illusive  mode  of  rea- 
soning. He  believed  that  laryngectomy  was  now  passing 
through  the  same  period  that  ovariotomy  had  passed  through 
in  the  early  days.  We  should  consider  the  technic  of  the  oper- 
ation, and  the  methods  to  be  pursued  to  avoid  these  sudden 
deaths  after  operation.  In  a  paper  read  by  Dr.  Crile  it  was 
shown  that  by  hypodermic  injection  of  atropin  heart  failure  was 
avoided,  and  by  a  spray  of  cocain  in  the  larynx  and  trachea 
before  the  insertion  of  the  tube  the  danger  of  respiratory  fail- 
ure could  be  avoided.  In  the  first  paper  read  to-day  it  had  been 
stated  that  the  patient  became  cyanotic  after  coming  out  of  the 
chloroform  anesthesia,  and  this,  he  believed,  was  due  to  tha 
packing  in  the  trachea.  The  same  result  followed  sometimes 
in  cases  of  diphtheria  in  which  a  rather  large  intubation-tube 
was  inserted.  Too  much  reliance  should  not  be  placed  upOn 
the  microscopical  diagnosis.  In  one  case  to  which  he  referred 
the  operation  had  been  postponed  one  month  because  the  mi- 
croscopist  insisted  that  the  growth  was  syphilitic.  In  operating 
for  carcinoma  he  believed  it  was  a  mistake  to  do  a  preliminary 
tracheotomy.  It  was  better  to  anesthetize  the  patient  through 
the  natural  channels  until  all  the  preliminary  dissection  had 
been  done.  In  this  way  there  was  absolutely  no  danger  of 
bluod  or  septic  matter  getting  into  the  lung.  If  the  operation 
was  done  sufficiently  early  to  have  a  fair  prospect  of  success,  it 
was  not  necessary  to  remove  the  cricoid  cartilage.  Malignant 
growths  usually  started  in  the  upper  part  of  the  larynx.  If  the 
cricoid  was  left  alone  it  would  greatly  aid  the  patient  afterward 
in  swallowing.  There  was  no  necessity  for  stitching  the  trachea 
to  the  external  wound,  as  there  was  no  tendency  to  recession. 
If  the  cricoid  cartilage  was  left,  the  superior  constrictor  of  the 
pharynx  would  be  spared.  In  his  case  of  sarcoma  of  the  larynx 
the  temperature  never  went  above  one  hundred  Fahrenheit 
after  the  operation.  The  patient  resumed  his  work,  but  died 
five  months  after  operation  from  sarcoma  in  the  lung. 

Dr.  VV.  H.  Daly  (Pittsburg)  said  that  for  some  years  past 
he  had  believed  that  the  clinical  history  of  the  individual  case 
would  help  us  more  than  the  microscopical  examination.  For 
the  last  few  years  he  had  allowed  these  cases  to  go  about  with 
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no  other  operation  than  the  preliminary  tracheotomy,  believing 
that  they  should  be  allowed  to  die  peacefully  without  subject- 
ing- them  to  this  disgusting  and  revolting  operation,  which  had 
as  yet  not  proven  itself  worthy  of  being  advocated,  excepting 
as  a  show  surgical  procedure — and  viewed  in  the  latter  light  its 
recurrence  was  still  questionable. 

Dr.  Arthur  G  Root  (Albany)  referred  to  the  case  of  a  man 
who  recovered  sufficiently  after  operation  to  resume  work.  His 
voice  was  fairly  good,  but  he  only  lived  a  comparatively  short 
time.  He  agreed  with  Dr.  Phillips  that  it  was  doubtful  whether 
these  radical  operations  were  merciful  or  served  to  prolong  life. 
However,  a  preliminary  tracheotomy  was  useful,  as  it  put  the 
larynx  at  rest.  He  was  firmly  convinced  that  a  larynx  ihe  seat 
of  a  malignant  growth  should  be  left  alone.  Regarding  the 
statement  about  intratracheal  pressure  bringing  on  syncope,  he 
said  that  this  did  not  tally  with  his  own  experience  with  intuba- 
tion. Where  he  had  seen  syncope  follow  intubation  it  had  not 
seemed  to  him  to  result  from  the  pressure  of  the  tube,  but 
rather  from  the  pushing  down  of  membrane  before  the  tube,  or 
from  the  fact  that  the  tube  was  so  small  that  sufficient  air  was 
not  admitted.  Quite  recently  he  had  made  a  diagnosis  of  epi- 
tiielioma  of  the  larynx  in  a  case  based  upon  the  clinical  history, 
and  he  had  refused  to  remove  any  portion  of  the  larynx  by 
operation. 

Dr.  James  E.  Loo  an  (Kansas  City)  said  that  he  heartily 
agreed  with  the  statements  just  made  regarding  the  inadvisa- 
bility  of  resorting  to  these  operations.  In  his  opinion,  a  pre- 
liminary tracheotomy  was  practically  all  that  should  be  dune  in 
these  cases,  except  the  use  of  such  means  as  would  alleviate 
the  suffering.  He  also  placed  much  reliance  on  the  clinical 
history,  and  had  suffered  from  the  mistakes  of  microscopical 
diagnosis  in  a  case  of  supposed  epithelioma,  in  which  he  had 
removed  the  growth.  About  a  year  later  the  patient  had  re- 
turned with  another  growth,  but  in  a  different  part  of  the 
larynx,  and  much  more  extensive.  The  second  growth  was 
evidently  a  carcinoma.  This  patient  lived  for  about  eight 
months  after  the  preliminary  tracheotomy. 

Dr.  Ward  said  he  did  not  consider  it  in  the  province  of  the 
laryngologist  to  do  a  laryngectomy.  This  operation  more  prop- 
erly belonged  to  the  general  surgeon,  and  in  the  hands  of  a  skil- 
ful operator  it  was  shorn  largely  of  its  difficulties  and  dangers. 

Dr.  Phillips  said  that  a  large  proportion  of  experienced 
operators  agreed  as  to  the  advisability  of  the  preliminary 
tracheotomy.  Chloroform  was  the  anesthetic  which  should  be 
chosen,  on  account  of  the  diminished  danger  of  irritating  the 
lungs.  Much  depended  in  these  operative  cases  upon  the  after- 
treatment. 

Dr.  W.  Scott  Renner  (Buffalo)  reported  a  case  in  which 
Dr.  Herman  Mynter  and  he  had  done  laryngectomy  and  ex- 
hibited the  specimen. 
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Dr.  ScHEPi'EGRELL,  in  view  of  the  unfavorable  results 
obtained  by  surgical  methods  in  the  treatment  of  malignant 
tumors,  called  attention  to  the  treatment  of  such  cases  by  the 
electric  method.  Dr.  Massey  has  reported  a  case  of  carcinoma 
of  the  tonsil  which  was  cured  by  zinc  amalgam  cataphoresis,  a 
recurrence  not  having  taken  place  eight  months  after  the 
operation.  Dr.  Scheppegrell  reported  a  case  in  his  own  practice 
in  which  there  existed  epithelioma  of  the  larynx  and  of  the  base 
of  the  tongue,  and  in  which  there  was  extreme  pain  on  degluti- 
tion from  the  latter  growth.  He  applied  the  zinc  electrolysis, 
with  the  result  that  in  three  weeks  the  growth  on  the  tongue  had 
almost  entirely  disappeared.  On  account  of  the  irritability  of 
the  throat  of  the  patient  and  the  disturbance  which  the  attempts 
caused,  he  was  not  able  to  apply  the  same  treatment  to  the 
larynx.  He  was  much  impressed,  however,  by  the  result  which 
he  had  obtained  in  the  tumor  of  the  tongue.  Where  a  simple 
application  of  this  kind  gives  fairly  good  results  it  should  be 
given  the  preference  over  more  radical  methods,  which  almost 
invariably  prove  fatal. 

Dr.  Day  said  that  in  Dr.  Ward's  case  the  gross  appearance 
of  the  growth  at  first  was  that  of  a  typical  papilloma,  but  as  a 
matter  of  routine  he  had  had  it  examined  microscopically,  and 
this  examination  had  confirmed  the  diagnosis  of  papilloma. 


paper: 


REPORT    OF   TWO    CASES:    (i)    SARCOMA    OF    THE 
LARYNX,  AND  (2)  SARCOMA  OF  THE  NASO- 
PHARYNX OF  AN  INFANT. 


BY   T.    H.    HALSTEAD,    M.D. 


Sarcoma  affects  the  larynx  and  nasopharynx  comparatively 
seldom.  In  his  last  book,  published  in  1896,  Bosworth  states 
that  the  chapter  on  Sarcoma  of  the  Larynx  is  based  upon  an 
analysis  of  forty-seven  cases  recorded  in  literature,  and  he  found 
reports  of  but  nineteen  cases  of  this  disease  affecting  the  naso- 
pharynx. In  the  Journal  of  Laryngology  for  the  past  five 
years  are  reports  of  seven  cases  of  sarcoma  invading  the  larynx, 
and  three  of  the  nasopharynx. 

This  certainly  indicates  that  sarcoma  is  altogether  less  fre- 
quently seen  than  carcinoma  of  the  larynx.  It  is  stated,  in 
fact,  that  the  proportion  of  sarcoma  of  the  larynx  to  carcinoma 
is  one  to  sixty-two. 

The  cases  which  I  report  were  seen  within  the  past  year,  and. 
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apart  from  the  rarity  of  the  affection  in  these  regions,  are  inter- 
esting because  in  that  of  the  larynx,  the  tumor  assumed  such 
rapid  growth  and  became  of  such  enormous  size,  one  other  only 
being  recorded  where  the  tumor  grew  to  such  dimensions  in 
this  location,  and  in  the  second  case,  that  of  the  nasopharynx, 
it  is  of  interest  because  of  the  very  rapid  progress  of  the  disease 
and  the  early  age  of  the  patient,  under  two  years.  Bosworth 
has  found  reports  of  but  two  cases  under  ten  years  of  age. 

SARCOMA   OF  THE  LARYNX. 

Cask  I. — J.  H.,  male,  German.  Age  57  years.  Foreman 
in  factory.  The  patient  was  referred  to  me  by  Dr.  J.  L.  Heff- 
ron,  June  11,  1896.  He  complained  of  an  increasing  difficulty 
in  swallowing,  first  noticed  two  years  before,  but  much  worse 
for  previous  three  weeks.  This  difficulty  consisted  in  the  food 
being,  at  times,  arrested  at  about  the  level  of  the  larynx,  and  as 
the  fluid  passed  on  a  gurgling  sensation  followed,  apparent  to 
himself  and  others.  Difficulty  in  breathing  apparent  only  on 
exertion,  but  there  was  a  constant  tendency  to  an  irritative 
cough  aggravated  by  leaning  forward.  No  voice  changes  until 
within  a  few  weeks,  since  when  he  describes  the  voice  sounds 
as  being  impeded.  For  past  month  there  has  been  deep- 
seated  pain  shooting  to  the  right  ear.  There  is  a  constant 
thick  ropy  secretion  of  saliva.  General  health  very  good,  and 
he  is  working  daily.      No  loss  of  weight. 

On  Jixa)iniiation. — The  laryngoscope  showed  a  rounded, 
grayish  non-ulcerated  tumor,  rather  rugous  on  surface,  and 
originating  ai:)parently  from  the  right  aryepiglottic  fold  and 
posterior  plate  of  the  cricoid,  partly  filling  the  right  pyriform 
sinus  and  impinging  on  the  lumen  of  the  larynx,  obscuring  all 
view  of  the  right  vocal  cord.  It  was  the  size  of  a  walnut, 
sessile,  not  pedunculated.  No  enlarged  glands  could  be  felt, 
but  on  external  palpation  the  right  wing  of  the  thyroid  was 
freely  movable  and  could  be  displaced  till  it  formed  a  right 
angle  with  the  left,  showing  implication  of  the  cricothyroid 
articulation, 

A  few  days  later,  June  17th.  under  cocain,  and  with  the 
cold  snare,  I  removed  the  tumor  in  four  pieces,  aggregating  in 
size  that  of  a  large  walnut.  The  patient  returned  in  a  week, 
when  none  of  the  growth  was  to  be  seen.  The  tumor  was  ex- 
amined by  Dr.  \V.  H.  May,  who  reported  it  to  be  a  large  round- 
celled  sarcoma. 

The   patient,  having  been  relieved,  did  not  return  for  one 
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month,  July  17th.  The  symptoms  had  been  returning  for  ten 
days  and  were  now  as  at  the  first  visit.  On  examination  the 
growth  was  seen  to  have  recurred  and  was  now  above  once  and 
a  half  as  large  as  when  I  operated  a  month  before. 

The  patient  was  told  the  diagnosis  and  prognosis,  the  cer- 
tainty of  a  fatal  ending  sooner  or  later  should  the  tumor  not  be 
totally  extirpated.  Inasmuch  as  there  was  such  a  rapidity  in 
growth  of  the  recurrent  tumor,  a  radical  operation,  including 
partial  laryngectomy,  was  proposed  and  offered  as  the  only 
chance.  The  arguments  for  and  against  the  operation  were 
placed  before  him  by  Dr.  Htffron  and  myself,  but  the  opera- 
tion was  not  agreed  to,  nor  did  we  urge  it,  and  he  left  my  office, 
not  returning  for  six  months. 

On  January  21st  of  this  year,  six  months  from  my  last  see- 
ing him,  and  seven  months  from  the  time  of  the  removal  uf  the 
growth  with  the  snare,  he  came  to  my  office  complaining  of 
great  dyspnea  on  the  slightest  exertion,  such  as  walking.  Sit- 
ting quietly,  the  breathing  was  fairly  easy,  though  rapid,  but 
paroxysms  of  dyspnea  would  come  on  at  any  time,  more  espe- 
cially at  night,  when  he  would  be  awakened  ever}'  half  hour 
because  of  this.  Leaning  f.;rvvard  at  any  time  excited  the 
greatest  difficulty  in  breathing.  Voice  almost  aphonic.  Coughed 
a  great  deal,  expelling  large  cjuantities  of  ropy  tenacious  muco- 
purulent secretion.  Deep  pain  referred  to  right  ear.  Trouble 
in  swallowing  solids  and  semisolids  was  very  great.  General 
appearance  showed  a  marked  loss  in  flesh,  but  nothing  of 
cachexia.     Pulse  good. 

There  was  uniform  fulness  of  right  side  of  the  neck  in 
region  of  the  larynx,  but  no  individual  glands  could  be  made 
made  out. 

Laryngoscopic  examination  showed  the  tumor  to  have  in- 
creased in  size.  It  was  red  and  mulberry-like,  not  ulcerated, 
filling  the  larynx,  reaching  above  and  pushing  the  epiglottis 
aside,  and  a  paler  mass  with  cheesy  spots  filled  the  right  pyri- 
form  sinus.  The  vocal  cords  could  not  be  seen.  It  was  diffi- 
cult to  see  how  sufficient  air  could  find  its  way  to  the  lungs  and 
he  was  told  tracheotomy  was  imperatively  demanded  to  prolong 
his  life.  On  January  29th,  having  nearly  suffocated  the  previ- 
ous night,  he  sent  word  that  he  was  ready  for  the  operation, 
and  that  afternoon  at  his  house  I  did  a  median  tracheotomy. 

He  was  exceedingly  weak  following  this,  but  within  a  week 
was  able  to  sit  up   in   bed,  and  in  ten  days  could  walk  about 


Sarcoma  of  the  Larynx,  and  Sarcoma  of  the  Nasopharynx.    6i 

the  room,  within  a  week  of  the  tracheotomy  he  was  unable  to 
make  an  audible  sound  with  the  inner  tube  out  and  the  mouth 
of  outer  cannula  closed,  and  a  week  later  the  growth  appeared  in 
the  trachea  at  the  fenestra  of  the  tracheal  cannula. 

For  a  couple  of  weeks  following  the  opening  of  the  windpipe, 
he  was  much  more  comfortable  than  before,  breathing  being 
perfectly  easy,  but  soon  the  dysphagia  became  the  most  prom- 
inent and  most  distressing  symptom,  and  with  this  the  loss  of 
flesh  became  noticeable  from  day  to  day.  The  pulse  became 
rapid  and  small  and  any  further  operation  was  not  favored  by 
myself  or  either  of  the  other  two  physicians  who  saw  him. 

As  the  tumor  increased  in  size,  the  difficulty  in  swallowing 
became  daily  greater,  and  from  semisolids  he  was  soon  forced 
to  take  all  nourishment  in  liquid  form.  He  lived  three  months 
after  the  tracheotomy  and  during  the  last  two  months  every 
ounce  of  fluid  was  swallowed  only  with  the  greatest  effort, 
fifteen  minutes  often  being  consumed  in  taking  a  couple 
ounces  of  milk,  and  the  progress  of  the  case  to  a  fatal  termina- 
tion was  simply  one  of  starvation.  Regurgitation  through  the 
nose  occurred  at  all  times  during  the  last  month,  and  during 
this  time  not  more  than  a  third  of  the  milk  taken  into  the 
mouth  reached  the  stomach.  Some  of  the  liquid,  on  being 
swallowed,  would  soon  be  partly  coughed  through  the  tracheal 
cannula,  showingeither  a  perforation  between  the  esophagus  and 
trachea,  or  a  trickling  down  by  the  side  of  the  tumor  through 
the  larynx.  During  the  last  week  I  question  if  four  ounces  of 
fluid  reached  the  stomach.  He  refused  rectal  alimentation, 
and  an  esophageal  tube  could  not  be  passed,  because  of  the 
tumor  and  hemorrhage  excited  by  the  least  irritation. 

Emaciation  became  so  extreme  that  even  a  month  before 
death  it  seemed  as  though  he  could  not  become  thinner,  but 
emaciation  continued  until  he  looked  literally  a  skeleton.  There 
was  neither  fetor  nor  odor  from  the  growth.  Cough,  through- 
out, was  present  and  there  was  an  almost  constant  expulsion  of 
thick  blood-stained  muco-pus  through  the  tube.  Codeia  was 
ver}'  effective  in  mitigating  the  severity  of  the  cough.  Hem- 
orrhage occurred  frequently.  At  times  simply  staining  the 
expectoration,  at  other  times  quite  sharp,  once  so  great  that 
the  blood  gushed  through  the  tube  and  from  the  mouth  and 
nose  in  such  quantities  that  the  family  feared  a  fatal  termina- 
tion then  and  there.  Pain  was  never  severe,  and  when  present 
was  referred  to  the  rieht  ear  and  side  of  the  head. 


63     Aviertcan  Laryngological ,  Rhinological,  and  Otological  Society. 

The  growth  of  the  tumor  was  rapid.  Within  a  month  of  the 
tracheotomy  it  had  reached  the  oropharynx  and  was  seen  by 
using  simply  a  tongue  depressor,  and  within  six  weeks  had  ap- 
proached the  level  of  the  soft  palate,  and  two  weeks  later  filled 
the  pharynx  almost  completely,  reaching  from  side  to  side,  and 
as  high  in  front  as  to  the  base  of  the  uvula  which  rested  upon 
and  in  front  of  it.  At  the  time  of  death,  three  months  after 
opening  the  trachea,  it  was  up  into  the  nasopharynx.  It  ex- 
tended down  through  the  larynx  into  the  trachea,  and  into  the 
fenestra  of  the  cannula,  hugging  tightly  and  crowding  the  tube, 
as  the  patient  expressed  it.  It  was  rounded,  rugous,  mottled 
grayish-red  color,  with  no  apparent  iilceration.  It  was  quite 
soft  and  bled  easily  on  touching  it.  The  neck  gradually  became 
swollen  on  the  right  side  extending  from  the  lower  jaw  to  the 
clavicle.  The  swelling  was  general,  no  individual  glands  to  be 
made  out. 

The  medicinal  treatment  consisted  in  alleviating  the  symp- 
toms, cough  mainly,  and  the  use  of  stimulants,  strychnia, 
whisky,  etc.,  until  he  refused  all  medicines.  The  patient  died 
April  27th.     An  autopsy  was  urged  but  the  family  refused  it. 

SARCOMA  OF  THE  NASOPHARYNX  IN  A  CHILD  TWO  YEARS  OLD. 

Case  II. — Emma  R. ,  aged  two  years,  was  brought  to  my 
office.  May  6,  1896,  by  Dr.  J.  A.  Robson  of  Seneca,  N.  Y. 

The  child  presented  the  following  conditions:  Respiration 
labored,  noisy  and  rapid,  and  apparently  entirely  through  the 
mouth;  mucous  membrane  of  lips  dusky,  skin  of  face  milky 
pallor,  cyanosis  inarked,  child  dull  and  only  partially  conscious 
of  its  surroundings.  At  first  glance  the  appearance  suggested 
laryngeal  diphtheria.  The  bridge  of  the  nose  was  broadened 
and  flattened.  There  was  some  strabismus.  The  cervical 
glands  on  both  sides  were  greatly  enlarged  and  hard;  those  of 
the  right  forming  a  conical  or  pear-shaped  projection  below  the 
angle  of  the  jaw,  extending  outward  an  inch  and  a  half  from 
the  neck. 

On  examination  the  right  side  of  the  nose  was  seen  to  be 
occluded  by  a  yellowish-white  growth  projecting  externally. 
Left  side  was  also  occluded,  but  not  to  the  extent  of  the  right. 
The  soft  palate  was  pushed  forward  by  a  j^ellowish-gray  mass 
which  presented  itself  in  the  oropharynx,  interfering  both  with 
deglutition  and  breathing.  No  ulceration.  The  child  had 
been  brought  fifty  miles  on  the  train  and  was  rapidly  growing 
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worse,  dyspnea  increasing  and  sutfering  from  lack  of  nourish- 
ment. 

Dr.  Robson,  a  relative,  came  with  the  mother  and  child  and 
gave  the  following  history. 

He  was  first  called  to  see  the  child  on  April  13th,  twenty- 
three  days  before  bringing  the  child  to  my  office.  Health  was 
good  up  to  three  weeks  prior  to  his  visit  when,  the  mother 
stated,  the  child  had  contracted  a  cold  or  influenza  with  which 
the  other  children  of  the  family  were  afflicted.  ^ 

At  that  time  there  were  a  number  of  children  in  the 
neighborhood  affected  with  a  catarrhal  condition  of  the  respira- 
tory tract,  accompanied  with  swelling  of  the  submaxillary  and 
cervical  glands,  sometimes  going  on  to  suppuration  and  this 
was  thought  to  be  a  case  of  the  same  nature.  At  this  visit  the 
child  appeared  in  fair  health  with  the  exception  of  one  or  two 
enlarged  glands  upon  the  right  side  of  the  neck. 

No  nasal  obstruction  was  observed  though  there  was  a  thin 
watery  discharge  from  the  nose,  and  the  doctor  noted  some 
pharyngitis  but  nothing  further.  Appetite  good.  Slept  well 
and  played  out  of  doors  with  other  children. 

April  17th,  four  days  later — more  enlargement  of  glands  of 
neck.  Some  nasal  obstruction.  Child  appeared  anemic.  No 
pyrexia.      Pulse  increased  in  frequency. 

April  23d.  More  glands  involved  on  the  right  side  of  neck. 
None  on  left.  Occlusion  of  nose  increased.  Difficulty  in 
breathing  especially  when  asleep.  Fulness  at  inner  angle  of 
orbit.     Some  strabismus. 

April  28th.  Above  symptoms  exaggerated.  Appetite  fail- 
ing. Growth  can  be  seen  in  right  nostril,  and  a  portion  re- 
moved with  a  snare.     Consistency  soft  and  friable. 

May  2d.  Growth  in  nose  returned.  Great  difficulty  in 
breathing  and  swallowing.  Many  cervical  glands  both  super- 
ficial and  deeply  involved  on  right  side.  The  child  complained 
of  pain  at  no  time,  and  up  to  within  a  few  days  of  coming  to 
Syracuse,  was  around  with  other  children  more  or  less  of  the 
time. 

Such  was  the  history  at  the  time  I  saw  the  case.  My  diag- 
nosis was  sarcoma  of  the  nasopharynx,  projecting  forward  into 
the  nose  and  downward  into  the  pharynx.  Hopeless  prognosis 
and  death  from  dyspnea  imminent.  In  fact,  I  was  fearful  lest 
the  child  might  die  in  the  office.  The  mother  insisted  that  it 
be    relieved  of  its   dyspnea  and    the    child   was  taken  to  the 
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Woman's  and  Children's  Hospital,  where  an  hour  later  I  did 
tracheotomy. 

This  relieved  its  dyspnea.  Twenty-four  hours  after 
tracheotomy  there  was  a  sharp  hemorrhage  through  the  tube, 
the  child  took  no  nourishment,  and  died  two  days  after  the 
operation. 

An  autopsy  was  made  and  showed  the  tumor  to  have  in- 
vaded the  parts  as  described.  It  was  lobulated,  friable,  not 
♦ulcerated.  A  histological  examination  was  made  by  Dr.  W.  H. 
May,  who  reported  the  tumor  to  be  a  sarcoma  and  the  glands 
sarcomatous.  Unfortunately,  his  report  to  me  was  mislaid, 
and  he  is  unable  to  find  any  of  the  sections,  so  that  I  cannot 
report  the  variety  of  the  sarcoma. 

DISCUSSION. 

Dr.  Dench  said  that  he  had  seen  a  case  of  sarcoma  of  the 
nasopharynx  within  a  year  or  two.  It  had  come  to  him  with 
aural  symptoms.  These  came  on  after  la  grippe,  the  patient 
complaining  of  severe  headache  on  the  affected  side.  The 
middle  ear  on  this  side  was  found  to  contain  considerable 
serum.  This  was  a  simple  effusion  and  was  not  due  to  an  in- 
flammatory process.  The  vault  of  the  pharynx  contained  a 
mass  which  resembled  hyperemic  lymphatic  tissue.  As  the 
patient  was  fifty- five  years  of  age.  Dr.  Dench  removed  a  piece 
of  this  tumor  and  had  it  examined,  believing  that  it  was  malig- 
nant. The  report  of  the  pathologist,  that  the  fragment  exam- 
ined indicated  that  the  growth  was  a  nbrolymphoma,  led  him  to 
advise  its  removal  by  the  curette  and  forceps.  He  also  advised 
against  any  surgical  interference  with  the  middle  ear  or  mas- 
toid. A  this  course  of  treatment  gave  no  relief  he  suggested 
later  an  exploration  of  the  middle  cranial  fossa.  An  explora- 
tory craniotomy  was  done  by  Dr.  Keen  of  Philadelphia.  The 
patient  died  shortly  afterward,  and  the  pathological  examina- 
tion showed  the  growth  to  be  a  small-cell  sarcoma. 

Dr.  J.  E.  Nichols  said  that  he  had  met  with  four  cases  of 
sarcoma  of  the  nasopharynx.  On  two  he  had  operated,  and  in 
two  he  had  refused  to  operate.  All  four  died.  One  of  the 
operative  cases  lived  for  two  years,  and  then  died  from  an  ex- 
tension of  the  growth  in  all  directions.  As  the  growth  was 
usually  situated  so  far  back,  considerable  progress  would  have 
usually  been  made  before  the  condition  was  diagnosticated; 
hence,  the  difficulty  in  deciding  upon  operation.  While  a  radi- 
cal operation  might  prolong  life,  cure  was  impossible.  Re- 
garding operations  on  the  larynx,  the  speaker  said  that  one 
hesitated  between  the  desire  to  effect  a  cure  and  the  desire  to 
relieve  symptoms.  He  had  met  with  three  cases;  in  two  the 
growth  was  in  its  early  stage.  The  two  died  within  ten  days — 
one  of  septic  encarditis,  in  spite  of  precautions  against  sepsis. 
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and  the  other  from  an  unknown  cause.  The  third  case,  appar- 
ently the  worst  of  all,  lived  the  longest.  In  all  these  cases 
complete  extirpation  of  the  larynx  was  done.  He  thought  that 
personally  he  would  prefer  to  let  the  disease  take  its  course 
rather  than  submit  to  operation. 

Dr.  T.  Passmore  Bkrkns  (New  York)  said  that  he  had  had 
four  cases  of  malignant  disease  of  the  larynx.  Two  of  them 
had  been  operated.  One  died  of  septic  endocarditis;  the  other, 
probably,  from  an  extension  of  the  inflammation  to  the  vagus 
nerve.  He  recalled  a  case  in  which  the  man  had  suffered 
dreadfully  for  eighteen  moLths,  and  probably  would  suffer  in 
this  way  for  six  months  more,  and  raised  the  cjuestion  as  to 
whether  or  not  most  people  would  prefer  the  operation.  Per- 
sonally, he  favored  early  operation,  and,  where  there  was  only 
slight  glandular  involvement,  even  a  rather  laie  operation. 

Dr.  Myles  said  that  he  had  seen  several  cates  of  malignant 
disease  of  the  larynx  and  pharynx.  Last  year  he  had  met  with 
two  cases  in  the  larynx — one  refused  operation  and  the  other 
accepted.  The  one  who  was  operated  upon  about  a  year  ago 
was  to-day  apparently  well.  The  other  one,  who  had  had  tra- 
cheotomy performed,  had  had  nothing  but  misery,  and  was 
anxious  to  die.  A  few  months  ago  a  case  of  undoubted  sar- 
coma had  come  under  observation.  The  soft  palate  and  part 
of  the  constrictor  muscles  had  been  removed,  and  the  dissection 
had  been  carried  down  along  the  important  vessels  of  the  neck. 
The  growth  was  removed  by  the  electrocautery.  The  wound 
had  healed  kindly,  and  so  far  there  had  been  no  recurrence. 
A  portion  of  the  muscles  had  also  been  removed,  because  the 
microscopist's  report  indicated  that  the  disease  had  spread  into 
the  muscular  tissue.  It  would  seem,  therefore,  that  there  was 
an  advantage  in  operating  on  these  cases. 

Dr.  ScHEPPEGRELL  reported  a  case  which  is  interesting  on 
account  of  the  tact  that,  when  it  first  came  under  observation, 
it  appeared  to  be  fibroma,  while  later  it  became  distinctly  sar- 
comatous, and  proved  fatal.  In  this  case  he  had  completely 
cleared  the  nasopharynx  by  the  active  use  of  the  snare  and  the 
cautery,  but  a  recurrence  took  place,  and  the  physician  by 
whom  the  patient  was  treated  used  electrolysis.  Whether  this 
tumor  had  been  sarcomatous  from  the  first  and  became  ma- 
lignant from  irritation,  or  was  malignant  from  the  first,  it  is 
difficult  to  state.  Both  the  clinical  and  microscopic  examina- 
tion indicated  fibroma  in  the  early  stages  and  sarcoma  in  the 
latter. 

Dr.  Halsted,  in  closing,  said  that  cases  of  sarcoma  shoiald 
not  be  confounded  with  cases  of  sarcoma  of  the  larynx.  One 
person  with  carcinoma  of  the  larynx,  on  whom  he  had  done 
tracheotomy  two  and  a  half  years  ago,  had  been  very  comfor- 
table ever  since,  and  is  in  as  good  flesh  as  three  years  ago;  fol- 
lows his  avocation  of  taxidermist,  and  during  the  past  year  has 
frequently  shouldered  his  gun  and  gone   alone  into  the  woods 
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on  shooting  trips.  Apart  from  his  loss  of  voice  and  increasing 
difficulty  in  swallowing  he  gets  along  very  well.  The  glands 
of  the  neck  are  greatly  swollen  and  hard,  the  laryngeal  infil- 
tration is  constantly  extending,  and  now  reaches  up  into  the 
pharynx.  There  is,  as  yet,  no  evidence  of  secondary  deposit, 
and  no  cachexia,  the  most  threatening  symptom  at  present 
being  the  dysphagia. 

The  cases  reported,  however,  are  sarcomata.  The  first  one 
is  of  interest  because  of  the  great  size  of  the  tumor,  reaching 
in  a  few  months  from  the  larynx  up  into  the  nasopharynx. 
The  second  case — that  of  the  nasopharynx — is  unusual,  because 
of  the  age  of  the  child  and  the  rapidity  of  growth. 


TRACHEAL  INJECTIONS  IN   THE   TREATMENT 

OF  LARYNGEAL  AND  PULMONARY 

INFLAMMATIONS. 


BY    J.     A.     THOMPSON,     M.D. 


The  first  physician  who  left  us  a  record  of  a  systematic  study 
of  intratracheal  medication  was  Dr.  Horace  Green  of  New 
York.  Long  before  the  invention  of  the  laryngoscope  he  had 
attained  remarkable  dexterity  in  passing  a  sponge  probang, 
saturated  with  a  solution  of  nitrate  of  silver,  into  either  bronchus. 
His  reports  of  his  methods  and  results  were  so  extraordinary 
that  the  New  York  Academy  of  Medicine  appointed  an  inves- 
tigating committee  to  determine  the  truth  or  falsity  of  his 
statements.  The  committee  agreed  that  he  could  and  did  em- 
ploy the  method  described,  but  a  majority  condemned  its  use. 
With  the  invention  of  the  laryngoscope  there  was  no  immediate 
revival  of  the  method  of  direct  medication  in  the  treatment  of 
laryngeal  and  pulmonary  inflammations.  It  is  only  within  the 
last  few  years  that  occasional  reference  to  this  subject  can  be 
found  in  medical  literature. 

There  are  several  reasons  for  the  slow  growth  of  this  man- 
ner of  treatment  in  professional  favor.  The  principal  one  is, 
that  few  physicians  are  sufficiently  expert  in  the  examination 
and  treatment  of  the  upper  air-passages  to  employ  it.  As  a 
rule  they  consider  all  lesions  of  the  nose  and  throat  as  local, 
with  but  little  influence  on  the  health  of  the  patient.  This 
lack  of  appreciation   of  the  importance  of  these    conditions  is 
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largely  responsible  for  the  neglect  of  direct  medication.  Another 
reason  for  the  limited  use  of  intratracheal  injections  is  the  mis- 
taken opinion  that  they  are  necessarily  painful  and  irritating. 
Our  ideas  of  the  sensibility  of  the  tracheal  and  bronchial  mu- 
cous membrane  have  been  erroneously  deduced  from  that  of 
the  larynx.  Below  the  glottis  the  nerves  of  sensation  are  few, 
and  the  membrane  is  not  irritated  by  solutions  much  stronger 
than  those  we  use  in  the  larynx.  While  these  reasons  have 
been  potent  in  preventing  the  more  general  knowledge  and 
use  of  this  method,  there  are  other  and  much  better  reasons 
for  the  general  use  of  direct  medication  in  inflammatory  dis- 
eases of  the  larynx,  trachea,  bronchi,  and  lungs. 

By  the  method  of  intratracheal  injection  we  get  the  direct 
local  action  of  the  medicines  on  the  diseased  areas.  In  bronchi- 
ectasis no  medicine  given  by  the  mouth  will  prevent  the  de- 
composition of  the  secretions  in  the  dilated  bronchi.  The  odor 
and  absorption  of  septic  material  from  them  cannot  be  con- 
trolled. A  few  tracheal  injections  will  usually  disinfect  the 
cavities  so  that  the  odor  disappears  and  the  temperature  be- 
comes normal. 

It  is  possible  by  intratracheal  medication  to  produce  ajapid 
and  prolonged  general  effect.  Anesthesia  gives  daily  and 
hourly  evidence  of  the  rapidity  with  which  volatile  medicines 
are  absorbed  through  the  lungs,  and  their  effect  on  the  whole 
organism.  From  three  to  five  minutes  is  a  sufficient  time  for 
an  expert  to  obtain  chloroform  anesthesia  You  can  produce 
as  rapid  an  effect,  and  one  much  more  durable,  by  injecting  into 
the  trachea  medicines  which  volatilize  slowly  at  the  tempera- 
ture of  the  body.  Where  a  dose  of  menthol  has  been  given  in 
this  way,  you  will  find  the  surface  flushed  in  five  minutes;  the 
cold  extremities  have  become  warm  and  sometimes  the  patient 
breaks  out  in  a  profuse  perspiration.  This  stimulating  action 
lasts  for  hours 

Medicines  used  by  tracheal  injections  are  not  changed  by 
passing  through  the  digestive  organs  into  unknown  compounds. 
For  this  reason  we  can  be  more  certain  of  their  action.  No  one 
would  think  of  treating  a  tubercular  laryngitis  by  internal  med- 
ication alone.  There  is  just  as  much  reason  for  applying  med- 
icines of  known  beneficial  local  action  directly  to  the  lungs, 
as  there  is  for  using  them  in  the  larynx. 

Where  medicines  are  injected  directly  into  the  trachea  they 
have  no  deleterious  effect  on  the  organs  of  digestion.     Our 
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valuable  expectorants,  such  as  are  used  in  acute  and  subacute 
catarrhal  diseases,  act  injuriously  on  the  stomach  and  intes- 
tines. The  name  of  one  class,  nauseating  expectorants,  testi- 
fies to  the  universal  recognition  of  this  fact.  The  cure  of  a 
bronchitis  by  direct  medication  without  interfering  with  nutri- 
tion is  an  advance  in  therapeutics. 

Direct  antisepsis  can  be  secured  by  local  medication.  It  is 
not  possible  to  obtain  this  result  by  remedies  given  internall}'. 
We  are  prone  to  forget,  that  in  tuberculosis  we  are  dealing  with 
a  mixed  infection.  In  the  stage  of  ulceration  and  breaking 
down  of  tissue,  infiltrated  by  tubercular  matter,  ihere  is  always 
a  secondary  infection  by  the  germs  of  suppuration.  It  is  to 
these,  in  all  probability,  that  most  of  the  fever,  the  night- 
sweats,  and  the  other  evidences  of  sepsis  are  due.  We  do  not 
attempt  to  disinfect  a  leg  ulcer  by  medicating  the  stomach.  It 
would  be  just  as  rational  to  do  so  as  it  is  to  attempt  to  disinfect 
suppurating  cavities  in  the  lung  by  medicine  administered  per 
OS.  In  cases  where  tracheal  injections  can  be  tolerated,  the 
antiseptic  action  of  the  remedies  chosen  will  be  very  speedily 
shown,  by  the  subsidence  of  the  cough,  by  change  in  the  char- 
acter of  the  expectoration,  and  by  the  decline  in  the  fever. 

The  administration  of  medicines  by  intratracheal  injection 
does  not  interfere  with  any  other  line  of  treatment.  Diseases 
in  other  organs  may  be  treated  or  tonics  given,  while  local 
treatment  of  the  lungs  is  being  used,  without  any  incompati- 
bility. 

Where  medicines  are  given  by  the  tracheal  rather  than  by 
the  esophageal  route,  we  can  relieve  symptoms  in  hopeless 
cases  without  narcotics.  We  thus  avoid  their  bad  effects  on 
niitrition.  We  also  escape  their  secondary  depressing  action  on 
the  nervous  system.  A  little  menthol  injected  into  the  trachea 
will  quiet  a  cough  longer  and  more  effectually  than  will  a  quar- 
ter of  a  grain  of  morphia  given  hypodermically. 

Conditions  not  affected  by  constitutional  medication  can  be 
cured  by  tracheal  injections.  Gummata  in  the  lung,  which  re- 
sisted all  other  treatment,  have  been  cured  quickly  and  easily 
by  direct  medication  of  the  suppurating  cavities. 

There  are  several  conditions  necessary  for  success  in  this 
method  of  treatment.  The  first  ,  essential  is  that  the  doctor 
himself  be  skilful  enough  in  laryngology  to  do  the  work  rapidly 
and  delicately.  The  patient  must  possess  a  reasonable  amount 
of  self-control  and  be  willing  to  follow  directions  implicitly. 
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It  is  probable  that  the  medicines  used  for  this  treatment 
should  be  such  as  volatilize  slowly  at  the  temperature  of  the 
body.  They  should  be  soluble  in  the  vehicle  employed.  The 
solutions  used  should  not  be  too  irritating.  The  most  service- 
able solutions  are  menthol,  two  per  cent.  ;  guaiacol,  one  per 
cent.;  creosote,  one  per  cent. ;  camphor,  two  to  three  percent. 
Any  of  these  may  be  combined.  In  acute  diseases  the  menthol 
and  camphor  solutions  are  most  efficient.  In  tuberculosis  men- 
thol and  guaiacol  give  the  greatest  relief.  Guaiacol  gives  good 
results  in  any  septic  condition  in  the  lungs  or  bronchi.  The 
vehicle  used  should  be  one  of  the  light  petroleum  oils  or  olive- 
oil.  Alcohol  and  water  are  too  irritating  and  produce  violent 
coughing.  There  is  ordinarily  no  spasm  and  but  little  cough 
or  distress  after  an  injection  of  the  above  solutions.  The  dose 
is  from  one  to  four  drams.  The  diseases  in  which  intratracheal 
medication  will  be  of  service  must  be  determined  by  clinical 
observation. 

I  wish  to  present  only  a  few  deductions  from  iny  experience 
with  this  method  of  treatment  during  the  last  five  years.  The 
necessary  condensation  may  make  my  statements  seem  too 
dogmatic.  All  are  based  on  cases  actually  treated  and  are  de- 
ductions drawn  from  results  thus  obtained. 

My  first  notable  success  was  in  pulmonary  tuberculosis. 
In  August,  1892,  I  began  treating  a  woman  with  every  symp- 
tom of  this  disease.  Her  attacks  of  coughing  were  so  pro- 
longed and  violent  that  she  frequently  vomited  and  was  unable 
to  sleep  at  night.  An  injection  of  a  solution  containing  men- 
thol, two  per  cent.,  and  guaiacol,  one  per  cent.,  at  four  o'clock 
in  the  afternoon,  would  control  the  cough  so  that  her  dinner 
would  be  retained  and  she  would  get  a  good  night's  rest.  The 
cough  did  not  return,  as  a  rule,  until  the  following  morning. 
The  patient's  symptoms  entirely  disappeared  and  treatment 
was  discontinued.  A  little  more  than  a  year  after  she  ceased 
treatment  she  became  pregnant,  and  with  the  digestive  dis- 
turbances incident  to  this  condition  there  was  a  return  of  the 
cough,  vomiting,  and  inability  to  sleep.  The  treatment  by 
tracheal  injection  was  resumed,  again  resulting  in  apparent 
cure.  The  pregnancy  was  uninterrupted  and  the  patient  has 
had  no  further  occasion  for  treatment  during  the  last  four 
years. 

In  other  cases  of  pulmonary  tuberculosis  symptoms  have 
been  greatly  relieved,  but  I  have  no  other  cures  where  a  suf- 
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ficient  interval  has  elapsed  since  treatment  to  make  the  statis- 
tics worth  recording. 

A  few  cases  that  I  have  seen,  where  the  tubercular  disease 
was  making  very  slow  progress,  have  not  been  benefited  by 
tracheal  injections.  Where  the  diseased  process  is  a  chronic, 
not  an  acute  one,  the  symptoms  have  been  aggravated  by  the 
remedies  used. 

My  next  notable  success  in  this  treatment  was  in  pulmonary 
syphilis.  Fortunately,  this  is  a  rare  condition,  but  there  are 
some  cases  where  gummata  form  in  the  lung  in  the  tertiary 
stage,  and  where  the  disease  is  not  controlled  by  constitutional 
medication.  I  reported  a  case  of  this  kind  in  the  Medical  Rec- 
oj-d,  October  21,  1893.  I  have  recently  seen  this  same  patient 
and  there  has  been  no  recurrence  of  the  trouble  at  the  site  of 
the  original  lesion. 

In  the  first  stage  of  acute  bronchitis,  where  there  is  no 
secretion,  tracheal  injections  have  proven  irritating.  I  have 
abandoned  them  at  this  stage  and  give  something  to  induce 
free  sweating  instead.  In  the  second  stage,  after  free  secre- 
tion has  been  established,  intratracheal  injections  of  menthol 
and  camphor  will  relieve  the  cough  more  than  any  other  treat- 
ment, and  daily  injections  will  shorten  the  attack  at  least  one- 
half,  as  compared  with  cases  treated  by  a  stomach  medication. 

In  chronic  bronchitis  there  is  no  comparison  between  the 
two  methods  of  treatment.  The  results  are  so  much  more 
rapid  and  satisfactory  by  intratracheal  medication  that  no  pa- 
tient, who  has  once  been  given  this  treatment,  is  ever  willing 
to  continue  internal  medication. 

There  is  a  condition  rarely  mentioned,  often  associated 
with  chronic  diseases  in  the  upper  air-passages,  which  gives 
rise  to  many  of  the  symptoms  that  we  attribute  ordinarily  to 
chronic  laryngitis.  This  is  chronic  catarrhal  inflammation  of 
the  mucous  membrane  of  the  trachea.  You  will  also  frequently 
find  in  cases  of  acute  bronchitis  that  the  trachea  remains  in- 
flamed, as  can  be  seen  by  laryngoscopic  examination,  after  all 
the  physical  signs  of  bronchitis  have  disappeared.  This  is  es- 
pecially true  of  cases  where  there  is  chronic  rhinitis  and  lar- 
yngitis, as  the  underlying  cause  of  the  acute  attack.  This 
chronic  inflammation  of  the  tracheal  mucosa  gives  rise  to  more 
or  less  cough  and  a  feeling  of  soreness,  and  sometimes  to  dis- 
tinct pain  in  the  chest.  Physical  examination  in  this  condition 
shows  no  signs.      It  can  only  be   detected  by  direct  examina- 
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tion  of  the  trachea,  either  by  the  laryngoscope  or  by  the  auto- 
scopic  method.  Where  this  tracheal  inflammation  is  coexis- 
tent with  a  chronic  laryngitis,  the  ordinary  treatment  for 
laryngitis  will  fail  unless  combined  with  tracheal  injections 
for  the  cure  of  the  disease  of  that  organ.  Stimulant  expec- 
torants, given  internally,  have  little  influence  on  the  course 
of  a  tracheal  inflammation.  Direct  local  medication  ordinarily 
results  in  a  very  speedy  cure. 

Some  cases  of  asthma  are  notably  relieved  by  tracheal  in- 
jections. The  paroxysm  is  relieved  for  hours  after  the  treat- 
ment. The  bronchitis  which  usually  accompanies  this  condi- 
tion is  cured  more  speedily  by  direct  medication  than  by 
internal  treatment.  Some  cases  of  pulmonary  emphysema 
have  been  given  great  relief  by  tracheal  injections.  The  effect 
was  probably  obtained  through  the  cure  of  the  chronic  bron- 
chitis which  usually  accompanies  this  condition. 

Where  the  remedies  to  be  used  are  not  irritating,  it  is  not 
necessary  to  spray  the  larynx  with  cocain.  The  injection  can 
be  given  while  the  patient  takes  a  slow,  full  inspiration.  The 
process  can  be  repeated  until  a  sufficient  dose  has  been  admin- 
istered. Where  strong  solutions  or  those  irritating  to  the 
larynx  are  to  be  employed,  that  organ  must  be  anesthetized. 
The  tip  of  a  properly  curved  lube  of  a  syringe  is  then  intro- 
duced between  and  below  the  vocal  cords,  during  inspiration, 
and  the  whole  dose  given  at  once. 

To  an  expert  laryngologist  there  are  a  few  technical  diffi- 
culties in  the  treatment.  There  are  none  which  need  discour- 
age the  family  practitioner  and  prevent  him  from  attempting 
it.  The  method  is  useful  in  so  many  pathological  conditions 
frequently  seen  by  every  practitioner,  that  all  should  know  of 
it  and  use  it.  When  they  do,  they  will  learn,  as  a  few  have 
already  learned,  that  in  the  method  of  intratracheal  injections 
we  have  a  means  of  promptly  relieving  symptoms,  and  curing 
some  diseased  conditions  that  are  not  benefited  by  any  other 
treatment. 

DISCUSSION. 

Dr.  S.  E.  Solly  (Colorado  Springs)  said  that  he  had  used 
the  intratracheal  injections  in  some  cases,  but  was  inclined  to 
believe  that  their  application  was  ([uite  limited  in  the  hands  of 
the  general  practitioner.  He  had  found  that  the  use  of  medicated 
vapors  with  the  globe  inhaler  was  a  very  good  substitute  for  the 
intratracheal  injections  if  employed  with  a  good  air-pressure. 
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The  syringe  that  he  had  used  for  the  intratracheal  injections 
was  a  modification  of  Dr.  Chappell's  syringe. 

Dr.  HoLBROOK  Curtis  said  that  he  had  made  use  of  an  ordi- 
nary Cheseboro  muriate-of-ammonia  inhaler,  which  gave  a  very 
soft  and  pleasant  vapor  of  nascent  muriate  of  ammonia  in  com- 
bination with  some  aromatic  essential  oil.  By  adding  a  few 
drops  of  beechwood  creosote  to  this  mixture  he  had  found  the 
apparatus  very  useful,  if  put  in  the  hands  of  the  patient,  and  the 
latter  instructed  to  use  it  frequently  every  day.  The  beneficial 
results  were  very  remarkable,  and  the  frequent  inhalations  re- 
sulted in  a  marked  development  of  the  apices  of  the  lungs.  For 
a  number  of  years  past  he  had  used  iodoform  and  ether  by  inhala- 
tion spray,  with  much  satisfaction,  in  cases  of  laryngeal,  as  well 
as  in  pulmonary,  phthisis.  Strangely  enough  this  subject  had 
been  very  generally  overlooked  by  the  profession. 

Dr.  Cline  said  that  he  was  convinced  that  he  had  benefited 
many  cases  of  chronic  bronchitis  and  tubercular  disease  by 
means  of  similar  inhalations.  In  this  connection  Dr.  Cline  pre- 
sented a  little  apparatus  that  he  had  devised  for  the  purpose  of 
warming  sprays.  It  consisted  of  an  iron  box,  in  which  an  in- 
candescent lamp  placed,  together  with  a  stand  holding  six  spray 
tubes.  By  a  proper  arrangement  of  dampers  the  heat  could  be 
very  easily  regulated. 

Dr.  Logan  said  that  it  was  very  difficult  to  get  medicated 
solutions  carried  into  the  lungs  before  condensation  took  place. 
The  medicament  must  be  suspended  in  some  fine  oil,  and  a  very 
fine  nebulizer  must  be  used.  By  the  intratracheal  method  this 
difficulty  should  be  largely  obviated.  The  syringe  should  have 
a  sufficiently  large  barrel  to  allow  of  making  the  whole  injection 
at  one  time. 

Dr.  Sprague  asked  if  Dr.  Thompson  had  ever  observed  any 
pulmonary  complications  following  the  use  of  these  intratra- 
cheal injections. 

Dr.  Thompson  said  that  in  chronic  tuberculosis  the  symp- 
toms had  been  aggravated  by  these  injections.  They  were  not 
tolerated  in  the  first  stage  of  acute  bronchitis  before  there  was 
any  secretion,  and  the  injections  might  cause  an  asthmatic  at- 
tack, lasting  perhaps  several  hours.  He  believed  that  the  same 
results  could  not  be  obtained  from  inhalations  as  from  intratra- 
cheal injections.  The  difficulty,  as  had  been  stated,  was  the 
rapid  condensation  of  the  vapor  in  inhalation  treatment.  Only  a 
small  proportion  of  the  remedy  could  reach  the  lungs  in  this 
way.  The  superiority  of  the  method  of  intratracheal  injections 
was  due  to  the  comparatively  large  dose  that  could  be  used,  and 
the  thorough  saturation  of  the  air  in  the  lungs  with  the  vapor. 
The  gradual  absorption  of  this  vapor  was  what  gave  the  pro- 
longed effect  of  the  remedy.  A  German  investigator  had  shown 
by  careful  experimentation  that  guaiacol  was  much  more  effi- 
cient when  introduced  into  the  system  unchanged  by  the  digest- 
ive fluids. 
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taper: 
PRIMARY  SYPHILITIC  LESION  OF  THE  TONSIL. 


BY    ARTHUR    G.     ROOT,     M.D. 


The  picture  presented  by  syphilitic  diseases  is  so  varied 
that,  however  often  seen,  it  does  not  cease  to  excite  interest. 
Almost  every  variety  of  lesion  presenting  from  the  usual  pri- 
mary sore,  typical  in  form  and  character,  appearing  upon  the 
genitals  in  the  usual  time  following  an  undoubted  and  admitted 
inoculation,  through  the  well  known  and  naturally  expected 
secondary  manifestations  to  the  perhaps  more  varied  and 
obscure  late  lesions  spoken  of  as  tertiary.  In  this  day  of  ad- 
vanced medical  education,  in  this  day  of  rapid  progress  in  the 
science,  it  is  not  to  be  expected  that  a  medical  gentleman 
would  fail  to  recognize  the  well-marked  signs  of  this  disease 
accompanied  with  a  clear  history,  but  all  cases  are  not  so  clear, 
and,  though  the  patient  may  wish  to  be  perfectly  honest,  many 
histories  are,  nevertheless,  incomplete.  It  is  to  such  a  case  that 
I  wish  to  call  your  attention. 

A  patient,  Mr.  X.  Y.  Z.,  age  twenty-two,  family  history 
good.  Personal  history :  had  usual  diseases  of  childhood,  enjoyed 
good  health  until  taken  with  an  attack  of  gonorrheal  rheuma- 
tism in  the  spring  of  '94.  This  attack  was  severe  and  lasted 
four  months.  Patient  at  that  time  was  confined  to  his  bed  for 
a  period  of  ten  weeks.  He  made  a  good  recovery,  however, 
and  has  had  no  further  rheumatic  trouble  since,  but  has  had 
one  later  attack  of  gonorrhea.  During  March  and  April  of  '96, 
the  patient  contracted  a  cold  which  affected  the  right  tonsil. 
He  thinks  he  had  tonsillitis,  experienced  pain,  swelling,  etc. 
This  condition  cleared  up,  but  he  again  noticed  trouble  with 
the  same  tonsil  in  May  of  that  year.  In  June,  the  swelling  be- 
came noticeable  externally  and  progressed  somewhat  rapidly 
until  it  involved  nearly  the  whole  side  of. the  neck.  During 
the  first  week  of  the  swelling  the  patient  experienced  no  pain, 
but  upon  the  second  week  pain  began  and  the  patient  noticed  a 
few  small  blotches  upon  his  abdomen.  Later,  these  blotches 
became  more  or  less  generally  distributed.  The  patient  con- 
sulted me.  At  about  the  end  of  the  second  week,  the  tonsillar 
gland  presented  an  ulcerated  spot  quite  large  in  area  and  some- 
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what  granular  in  appearance,  the  ulcer  being  grayish  in  color. 

Examination  revealed  marked  induration  of  surrounding 
parts  and  enlargement  of  submaxillary  and  cervical  glands. 
During  the  whole  time  covered  by  the  early  history  of  this  case, 
the  patient  had  kept  company  with  a  girl  whom  he  thinks  the 
source  of  the  infection.  Patient  was  seen  in  consultation  by 
two  other  specialists  who  agreed  with  my  diagnosis. 

As  the  case  progressed,  the  symptoms  became  marked  in 
mouth  and  upon  the  face  and  body.  Patient  has  yielded  nicely 
to  proper  treatment  and  is  making  a  good  recovery.  Inter- 
nally, the  protoiodid  of  mercury  was  used,  two  tablets,  ^ -grain 
each,  three  times  a  day;  saturated  solution  of  potassium 
iodid  three  times  a  day,  beginning  with  lo  drops  in  the  morn- 
ing and  increasing  2  drops  each  day;  good  diet;  careful  regu- 
lation of  habits;  abstinence  from  alcoholic  stimulants  and  to- 
bacco. Locally  the  throat  was  kept  thoroughly  cleansed  with 
listerine,  peroxid  of  hydrogen,  etc.,  nitrate  of  silver  being  ap- 
plied to  the  ulcerated  surface,  beginning  with  a  mild  solution 
and  increasing  to  sixty  or  eighty  per  cent.  Patient's  throat  now, 
four  and  a  half  months  after  attack,  presents  a  clean  appear- 
ance, ulceration  has  all  disappeared,  but  the  pillars  of  the  fauces 
and  glands  present  a  somewhat  thickened  condition.  Patient 
continues  treatment  and  I  look  for  an  ultimate  recovery. 

Now,  in  view  of  the  facts  presented,  I  feel  that  it  is  not  un- 
reasonable to  say  that  there  was  ground  for  some  uncertainty 
of  opinion  in  the  early  stage  of  this  case.  Such  I  felt  to  be 
true,  and  as  the  patient  could  not  remain  in  my  city,  and  as  I 
was  about  sail  for  Europe,  I  advised  the  patient  to  consult  a 
medical  gentleman  who  would  be  convenient  to  him,  and 
selected  a  gentleman  in  whom  I  had  absolute  confidence.  I 
told  the  patient  to  speak  frankly  to  the  doctor,  telling  him 
what  I  bad  said,  viz.:  that  in  my  opinion  the  case  was  one  of 
primary  syphilitic  infection  of  the  tonsil. 

The  patient  did  as  told,  and  the  doctor  to  whom  the  case  was 
referred  also  felt  that  there  were  some  points  a  trifle  obscure, 
and  consequently  called  to  his  aid  a  syphilologist.  Both  of  these 
gentlemen  finally  confirmed  my  diagnosis. 

I  present  this  case  for  two  reasons.  First,  that  primary 
chancre  of  the  tonsil  is  not  common,  and  second,  I  do  not  be- 
lieve that  in  this  case  the  cause  was  a  certain  pernicious  habit. 
I  have  followed  the  history  of  this  young  man  closely,  and  in 
his  conversation  with  me  T  have  been  impressed  with  his  frank- 
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ness  and  honesty.  I  have  also  carefully  investigated  the  history 
of  the  girl  with  whom  he  had  been  keeping  company  and  in  my 
own  mind  I  do  not  believe  that  the  patient  was  guilty  of  certain 
acts  to  which  one's  mind  naturally  refers  in  the  consideration  of 
cases  this  character.  I  think,  however,  that  the  infection  came 
from  kissing  the  girl  with  whom  he  had  been  associating,  and 
when  we  remember  the  nature  of  the  tonsillar  gland,  and  that 
the  gland  in  this  particular  patient  had  been  in  a  troublesome 
inflammatory  condition,  possibly  we  may  agree  that  the  infection 
may  have  lodged  in  a  crypt  and  there  been  taken  into  the  cir- 
culation, developing  upon  the  tonsil  the  primary  sore. 

If  then,  we  are  in  any  case  to  admit  such  a  possibility,  the 
danger  of  public  drinking-cups  found  in  railways  carriages  and 
elsewhere,  the  habit  which  people  have  of  kissing  every  new  baby 
they  see  or  even  indulging  in  this  form  of  salutation  at  any  time 
brings  to  mind  a  danger  which  modern  enlightenment  should 
do  away  with.  When  we  shall  have  learned  to  live,  marry,  and 
dispose  of  our  dead  in  accordance  with  physiological  and  sani- 
tary laws,  we  shall  have  found  that  for  which  the  alchemist  of 
old  sought  in  vain. 


paper: 

LABYRINTHINE    PHENOMENA    DEPENDENT    UPON 
MIDDLE-EAR    DISEASES,  AND    THEIR    RE- 
LIEF BY  LOCAL  TREATMENT. 


BY    EDWARD    B.     DENCH,    M.  D. 


The  differential  diagnosis  between  diseases  of  the  sound- 
conducting  apparatus  and  those  of  the  perceptive  mechanism 
is  usually  not  difficult.  In  this  paper,  I  wish  to  present  a  type 
of  aural  disease  that  has  been  frequently  observed  during  the 
past  few  years.  In  cases  which  have  come  under  my  observa- 
tion, the  history  given  by  the  patient  seemed  to  point  to  some 
recent  inflammatory  process  in  the  middle  ear.  Upon  func- 
tional examination,  however,  all  signs  of  middle-ear  disease 
were  wanting.  The  lowest  tones  of  the  musical  scale  were  well 
heard,  the  upper  tone  limit  was  either  considerably  reduced  or 
normal,  and  bone  conduction  was  either  entirely  absent  or  much 
below  the  normal  standard.  Physical  examination  in  these 
cases,  revealed  considerable  retraction  of  the  drum-membrane; 
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sometimes,  this  was  the  only  deviation  from  the  normal  stand- 
ard. In  other  instances,  there  was  slight  injection  of  the 
manubrial  plexus'.  Upon  auscultation,  the  Eustachian  tubes 
were  but  slightly  reduced  in  caliber,  and  the  air  entered  the 
tympanum  easily  upon  catheterization.  The  current  of  air 
passing  through  the  tube,  however,  produced  a  rough,  harsh 
sound,  indicative  of  the  presence  of  thick  mucus  on  the  walls 
of  the  tube.  Quite  frequently  inflation  caused  slight  vertigo. 
The  hearing  immediately  after  inflation  improved  slightly,  but 
the  improvement  lasted  but  a  few  hours.  Had  the  result  of  func- 
tional examination  in  these  cases  been  that  ordinarily  obtained 
in  tubotympanic  congestion,  the  ausculatory  signs  and  oto- 
scopic  appearance  would  have  satisfactorily  explained  the 
aural  symptoms.  As  before  stated,  however,  the  fimciional 
examination  gave  all  the  characteristics  of  a  labyrinthine  lesion; 
in  one  instance,  in  particular,  local  treatment  being  followed  by 
no  im.provement  was  entirely  abandoned,  and  the  patient  put 
upon  pilocarpin  for  the  relief  of  the  supposed  labyrinthine 
inflammation.  The  results  of  internal  medication  were  as  un- 
successful as  had  been  the  previous  local  measures  emploxed. 
"While  it  hardly  seemed  possible  that  the  condition  of  the  Eu- 
stachian tube  could  account  for  the  symptoms,  I  decided  to  re- 
store the  normal  patency  of  the  tube  by  the  use  of  the 
Eustachian  bougie.  Immediate  relief  followed  the  introduc- 
tion of  the  bougie,  the  auscultatory  sounds  became  normal,  the 
air  entered  the  middle  ear  freely,  and  all  the  symptoms  dis- 
appeared in  the  course  of  a  few  days. 

The  importance  of  recognizing  this  class  of  cases  cannot  be 
overestimated.  A  little  thought  will  convince  us  that,  under 
certain  conditions,  rarefaction  of  the  air  within  the  middle  ear 
may  so  alter  the  labyrinthine  tension,  as  to  produce  an  actual 
traumatic  affection  of  the  labyrinth.  The  condition  is  similar 
to  that  of  labyrinthine  concussion  produced  by  loud  sounds  close 
to  the  ear,  such  as  the  discharge  of  firearms,  etc.  Under  these 
conditions  the  ossicular  chain  is  displaced  inward  with  consider- 
able force,  and  the  so-called  buffer  muscles  are  insufficient  to 
protect  the  labyrinth  from  the  impact  of  the  foot-plate  of  the 
stapes.  Where  the  Eustachian  tube  becomes  occluded  suddenly, 
from  any  cause,  such  as  an  acute  inflammation  of  the  naso- 
pharyngeal mucous  membrane,  the  sudden  reduction  of  air 
pressure  within  the  middle  ear  may  bring  about  a  similar  con- 
dition of  increased  labyrinthine   tension.     This   can   probably 
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only  happen  if  the  perceptive  mechanism  is  peculiarly  suscep- 
tible to  pressure  changes,  and,  in  fact,  we  find  the  condition, 
under  discussion,  most  frequently  in  individuals  of  a  decidedly 
neurotic  habit.  Were  the  labyrinth  in  a  perfectly  normal  con- 
dition, it  is  probable  that  it  would  accommodate  itself  to  this 
sudden  increase  in  pressure.  In  such  an  event,  the  functional 
examination  would  reveal  merely  the  middle-ear  lesion,  that  is, 
there  would  be  an  elevation  of  the  lower  tone  limit,  increased 
bone  conduction  and  a  variable  upper  tone  limit,  although  this 
is  frequently  normal.  The  fact  that  a  functional  examination 
gives  no  sign  of  interference  with  sound  conduction,  in  the 
cases  under  consideration,  in  no  way  lessens  the  value  of  this 
procedure  as  a  means  of  differential  diagnosis.  On  the  con- 
trary, it  rather  enhances  it,  as  it  points  out  immediately  a 
hyperesthetic  condition  of  the  perceptive  mechanism,  the 
middle-ear  inflammation  simply  being  the  exciting  cause.  If 
these  cases  are  allowed  to  go  without  treatment,  organic  changes 
undoubtedly  occur  in  the  labyrinth,  and  the  relief  of  the  middle- 
ear  condition  will  be  followed  by  no  improvement.  It  is  im- 
portant, therefore,  that  treatment  should  be  instituted  early,  in 
order  to  prevent  such  changes  from  taking  place. 

discussion: 

Dr.  Snow  said  that  about  a  year  and  a  half  ago  a  patient  had 
come  to  him  in  whom  the  hearing  in  one  ear  had  been  nearly 
destroyed.  The  bone  conduction  was  so  much  impaired  that 
he  looked  upon  the  case  as  one  of  labyrinthine  trouble.  The 
other  ear  was  the  seat  of  considerable  catarrhal  disturbance. 
A  very  unfavorable  prognosis  was  given  regarding  the  poorer 
ear.  He  treated  the  nasal  passages,  and  then  turned  the  case 
over  to  an  assistant.  About  six  months  from  that  time  the 
great  improvement  obtained  had  led  him  to  question  very 
much  the  original  diagnosis,  and  to  believe  that  too  much  de- 
pendence should  not  be  placed  on  diminished  bone  conduction 
when  venturing  a  prognosis.  The  paper  just  presented  was  an 
excellent  elucidation  of  the  subject,  and  right  in  line  with  the 
conclusion  found  by  his  personal  experience. 

Dr.  Holt  said  that  some  fifteen  years  ago  he  had  made  exam- 
ination of  the  ears  of  boiler-makers.  His  investigations  demon- 
strated the  fact  that  all  men  who  work  at  boiler-making  for  any 
length  of  time  become  deaf  This  also  true  of  any  class  of 
persons  who  work  where  there  is  a  continuous  noise.  His 
investigations  led  him  to  believe  that  it  was  untrue  that  any 
person  could  hear  better  in  a  noise  than  in  a  quiet  place.  It 
was  an  apparent  condition  only.  Dr.  Roosa  took  exception  to 
these  opinions,  and  also  claimed  that  with  a  certain  amount  of 
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deafness,  if  a  tuning-fork  was  heard  longer  by  air  than  by  bone, 
it  was  indicative  of  labyrinthine  disease.  He  had  met  people 
with  this  degree  of  deafness  who  could  hear  a  tuning-fork 
longer  by  bone  than  by  air  conduction,  and  after  treatment  for 
this  condition  would  change  about  so  that  the  tuning-fork 
would  be  heard  longer  by  air  than  by  bone  conduction,  although 
there  was  no  material  change  in  the  hearing  power  for  conver- 
sation. He  had  been  unable,  therefore,  to  deduce  any  rule 
bearing  upon  this  point. 

Dr.  Dench  agreed  with  Dr.  Holt's  remarks  regarding  hear- 
ing in  a  noise.  It  seemed  to  be  true,  however,  in  cases  in 
which  the  middle  ear  was  involved,  that  there  was  paracusis, 
and  that  where  the  middle  ear  was  not  involved  paracusis  was 
not  present.  With  reference  to  the  reversal  of  the  relative 
duration  of  bone  conduction  to  air  conduction,  he  would  say 
that  many  mistakes  had  been  made.  The  point  on  the  musical 
scale  at  which  air  conduction  became  greater  than  bone  con- 
duction in  cases  of  defective  hearing  due  to  a  middle-ear  lesion, 
depended  entirely  upon  the  degree  of  deafness.  If  the  hearing 
were  slightly  impaired,  bone  conduction  would  exceed  air  con- 
duction for  the  lower  notes  of  the  scale  only.  The  test  should 
be  made  through  a  large  part  of  the  musical  scale. 

Dr.  ScHEPPEGRELL  Stated  that  there  is  one  view  of  the  sub- 
ject which  had  not  been  referred  to,  and  that  is  the  faculty  of 
lip-reading,  which  is  usually  early  developed  in  persons  with 
defective  hearing.  When  speaking  in  a  noise  persons  articulate 
more  deliberately  and  distinctly,  which  facilitates  this  lip- 
reading;  and  where  a  person  with  defective  hearing  seems  to 
hear  better  in  a  noise,  it  may  only  be  apparent,  as  his  faculty 
of  lip-reading  gives  him  an  advantage  over  persons  with  ordi- 
nary hearing. 
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I'APER: 

CYSTOMATA  OF  THE  EAR. 


BY    PROFESSOR  JOSEPH   GRUMER,    VIENNA. 


Among  the  neoplasms  which  develop  in  the  ear,  or  whose  pri- 
mary origin  is  found  in  the  neighboring  tissues,  and  which  ulti- 
mately encroach  on  this  organ,  disturbing  its  function  and  there- 
fore coming  without  the  province  of  the  aurists  are  cystomata. 
Generally,  they  are  benign  in  character  although  cystosarcomata 
ai  times  occur  here.  In  my  cases  the  growth  emanated  either 
from  the  parotid  or  the  mastoid  portion  of  the  temporal  bone, 
though  in  one  case,  from  the  history,  we  may  suspect  that  it 
originated  from  an  inflamed  mucous  membrane  of  the  middle 


ear. 


The  cystic  growths  are  usually  atheromata,  very  seldom  are 
they  found  to  be  cysts  ivitJi  serous  contents.  Both  of  these  forms 
were  observed  only  in  the  most  remote  parts  of  the  ear,  even 
though  they  were  primary  or  had  encroached  from  neighboring 
structures. 

At   times  atheromata  develop  in    the  mastoid  region  and 
gradually  encroach  upon  the  outer  ear,  or  they  develop  in  the 
mastoid  fossa,  and   press  upon  the  floor  of  the  auditory  canal 
where  they  sometimes  destroy  the  cartilage  and  are  only  covered 
by  integument.     In  most  instances,  however,  atheromata  de- 
velop primarily  on  the  pinna  or  in  the  external  auditory  meatus. 
On  the  former  they  develop  on  the  anterior  as  well  as  the  posterior 
surfaces,  but  more  frequently  on  the  anterior,  where  the  large 
sebaceous  glands  in  the  depressed  portion  of  the  concha  furnish 
them  a  matrix.     At  times  they  form  subcutaneously  on  either 
surface  of  the  auricle,  in  which  case  the  sebaceous  glands  play 
no  part  in  their  development.     Atheromata  develop  in  the  ex- 
ternal auditory  canal  also,  and  here  they  are  the  result  of  path- 
ological changes  in  the  sebaceous  glands,  or  they  may  develop 
subcutaneously.     They   are    almost   exclusively    found  in    the 
cartilaginous  portion  of  the  canal.     While  these  tumors  are  not 
infrequently  observed  on  the  auricle,  even  the  very  small  ones 
are  classed   among  the  rarities   in  the  auditory  canal.      Every 
practising  aurist  will  recall  cases  of  small  or  large  atheromata 
on  the  surface  of  the  auricle,  if  his  attention  be  called  to  it;  but 
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on  the  other  hand,  these  tumors,  particularly  the  large  athero- 
mata,  are  seldom  observed  in  the  canal  itself. 

Cj'sts  with  serous  contents  are  very  rare.  They  are  found  on 
the  auricle,  seldom  in  the  auditory  canal  and  cartilaginous  Eu- 
stachian tube.  Many  authors  believe  that  they  are  frequently 
found  on  the  pinna,  and  that  part  of  the  atheroma  is  of  cystic 
growth.  This  view  is  based  on  the  fact  that  when  many  athero- 
mata  of  the  ear  are  opened,  a  clear  serous  fluid  is  evacuated, 
without  blood  appearing.  Doubtless  the  observations  are  cor- 
rect, but  the  construction  is  faulty.  In  all  these  cases  the  blood 
has  only  undergone  the  usual  metamorphosis.  The  solid  con- 
stituents of  the  blood  have  separated  according  to  a  physical 
law,  and  settled  to  the  bottom,  and  when  the  tumors  are  opened, 
the  fluid  is  evacuated,  while  the  solids  remain.  That  this  is  the 
correct  view  follows  from  the  fact  that  at  times,  atheromata, 
suddenly  or  in  the  course  of  a  few  days,  develop  large  tumors, 
while  it  would  be  impossible  for  cysts  to  attain  such  magnitude 
in  so  short  a  time.  Furthermore,  when  medium-sized  athero- 
mata of  the  ear  are  incised,  even  though  they  have  existed  but 
a  short  while,  and  the  serous  contents  are  evacuated,  the  solid 
constituents  may  be  easily  demonstrated  adhering  to  the  walls. 
Cysts  with  serous  contents  do  appear  on  the  ear,  but  they  bear 
no  relation  to  atheromata. 

Cysts  are  of  the  rarest  occurrence  in  the  external  auditory 
canal.  Hitherto  I  have  observed  a  single  case,  and  on  account 
of  its  rarity  I  will  describe  it  here. 

During  July  of  last  year  I  was  consulted  by  a  priest  from 
Galicia,  who  was  fifty-three  years  old.  He  complained  of 
buzzing  in  the  right  ear  and  said  he  felt  as  though  the  ear-pas- 
sage had  gradually  become  occluded  in  the  last  few  months. 
Patient  was  of  delicate  stature,  although  he  had  never  been 
seriously  ill,  and  upon  examination  the  left  ear  was  found  to 
be  normal  in  every  respect.  On  the  right  side  he  heard  my 
watch  only  when  it  was  placed  against  the  auricle  and  the 
neighboring  cranial  bones.  Buzzing  in  the  right  ear  was  con- 
stant; patient  described  it  as  a  boiling  sound.  Tuning  fork 
passed  from  the  sagittal  suture  toward  the  right  developed  that 
perception  was  remarkably  shortened  near  the  pinna. 

Objective  examination  showed  that  on  the  right  side  the 
auditory  canal  was  occluded  near  its  external  opening.  The 
occluding  growth  had  a  slightly  convex  surface,  was  covered 
with  cuticle,  and  appeared  to  be  a  cartilaginous  growth  in  the 
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canal.  I  was  not  a  little  surprised,  on  examination  with  a 
probe,  to  find  that  it  was  soft  and  elastic.  Upon  further  ex- 
amination I  found  that  it  completely  filled  the  canal;  but  that 
it  arose  from  a  broad  base  on  the  anterior  wall  of  the  canal, 
and  only  touched  the  posterior  wall.  A  thin  probe  could  be 
passed  between  the  tumor  and  rear  wall  without  causing  pain. 
By  this  means  the  tumor  could  be  forced  slightly  forward. 
During  this  examination  patient  said  he  could  hear  better;  but 
as  soon  as  the  probe  was  removed  the  tumor  resumed  its  former 
position  and  entirely  closed  the  canal. 

It  is  not  necessary  at  this  point  to  give  reasons  for  exclud- 
ing an  abscess;  for  the  entire  history  justified  a  probable  diag- 
nosis of  a  neoplasm.  On  account  of  the  rarity  of  the  case,  the 
next  day  I  introduced  the  patient  to  my  class  at  the  clinic, 
made  a  diagnosis  of  a  cystic  tumor,  and  an  exploratory  punc- 
ture to  ascertain  the  character  of  the  contents.  A  few  drops 
were  withdrawn,  with  a  hypodermic  syringe,  and  found  to  be  a 
serous  fluid,  thus  making  the  diagnosis  positive.  The  operation 
was  immediately  performed  and  the  entire  contents  (about 
1.5  g.  of  fluid)  were  evacuated  through  a  crucial  incision,  par- 
ticles of  the  skin  flaps  were  removed,  the  cyst  curetted  with  a 
sharp  spoon,  and,  after  a  proper  cleansing  with  a  solution  of 
lysol,  the  canal  was  tamponed  with  iodoform  gauze.  The 
further  cour.se  was  without  a  casualty,  so  that  the  patient  was 
discharged  cured  on  fourth  day  after  operation. 

The  deafness  as  well  as  the  buzzing  were  entirely  relieved. 
The  auditory  canal  had  a  normal  caliber  and  the  deeper  struc- 
tures of  the  ear  had  not  been  altered.  This  was,  therefore,  a 
cyst  of  the  auditory  canal,  one  of  the  rarest  of  conditions. 

A  case  of  cyst  of  the  neighborhood  of  the  cartilaginous  por- 
tion of  the  Eustachian  tube,  which  encroached  upon  the  latter, 
thereby  causing  deafness  and  buzzing  in  the  ear,  will  also  fol- 
low, with  description  of  the  specimen. 

A  tuberculous  man,  forty-nine  years  old,  complained  of  the 
above  symptoms  in  the  right  ear.  Examination  revealed  slight 
depression  of  a  normal  membrana  tympani  and  marked  swell- 
ing of  the  mucous  membrane  on  right  side  of  pharynx,  which 
was  very  pale.  Patient,  who  was  very  weak  and  emaciated, 
could  easily  force  air  through  the  left  Eustachian  tube  by  Val- 
salva's method,  but  was  unable  to  produce  a  like  effect  on  the 
right  side.  I  was,  however,  inclined  to  ascribe  this  to  his  gen- 
eral weakness,  and  endeavored  to  inflate  the  middle  ear  with  air- 
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pressure.  This  I  was  unable  to  accomplish  either  by  Politzer's 
or  my  own  method,  even  with  the  aid  of  a  catheter.  I  could  in- 
troduce the  catheter  into  the  left  Eustachian  tube  with  the 
greatest  ease.  On  the  right  side  I  could  force  the  catheter 
through  the  tube  into  the  pharynx,  but  it  was  impossible  to 
get  the  right  curve  to  introduce  it  from  the  other  end.  The 
catheter  was  constantly  coming  in  contact  with  a  soft  tumor. 
On  account  of  the  patient's  weakness  and  sensitiveness  of  the 
pharynx  and  constant  coughing,  posterior  rhinoscopy  was  im- 
possible. Upon  digital  examination,  I  felt  a  very  elastic,  soft 
tumor  on  the  side  wall  of  the  pharynx.  This  tumor  spread  all 
over  the  side  wall  and  part   of  the  choana,  though  I  could  not 


TEMPORAL    BONE   WITH  CYSTOMA    IN    REGION    OF    PHARYNGEAL    OPENING    OF   TUBA 

EUSTACHII. 


W,  mastoid  process;  Sp,  apex  of  pyramid;  G,  exterior  auditory  canal 
(anterior  wall  removed) ;  H,  manub.  of  malleus  in  tympanum;  C,  C',  C*, 
cystoma;  R,  remains  of  Rosenmiiller's  furrow  ;  T,  orifice  of  tube;  A,  caro- 
tid art. ;  B,  bulb  of  vein-jug. 


make  out  the  opening  of  the  tube.  It  was  clear  that  the 
pharynx-wall  surrounding  the  orifice  of  the  tube  was  implicated 
and  that  the  lumen  of  the  tube  had  been  either  contracted  or 
closed.  This  interference  with  the  locomotion  of  the  mem- 
brana  tympani  caused  an  increased  pressure  in  the  labyrinth, 
which  produced  the  symptoms  complained  of.  The  question 
arose  as  to  the  character  of  this  tumor  of  the  pharynx.  At 
first  a  catarrhal  swelling  was  thought  of,  but  this  could  easily 
be  excluded,  because  a  catarrhal  swelling  of  such  magnitude 
would  have  extended  through  the  tube  and  caused  a  change  in 
the  membrana  tympani,  which  is  very  characteristic.  Also, 
the  fact  that  the  marked  swelling  was  confined  to  the  right 
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wall  of  the  pharynx  while  the  left  wall  was  perfectly  normal, 
was  evidence  against  catarrhal  swelling. 

Retropharyngeal  abscess  was  excluded  because  the  patient 
had  never  had  pain  nor  difificulty  in  swallowing,  and  there  was 
no  evidence  of  an  inflammatory  condition.  We  thought  of  a 
transitory  edema,  but  this  was  rather  improbable.  Finally, 
we  concluded  to  await  further  observation  for  diagnosis  and 
treatment. 

Unfortunately,  the  patient  succumbed  to  his  general  malady 
on  the  second  day  after  the  examination.  The  specimen  (see 
cut)  shows  a  tumor  about  the  size  of  a  large  walnut.  Tumor 
was  cystic  in  character  and  contained  serous  fluid. 

The  tumor  originated  in  Rosenmtiller's  furrow  and  grew 
downward  and  forward,  covering  the  cartilage  of  the  tube  and 
pressing  on  the  anterior  wall,  thus  causing  a  diminution  in  the 
lumen  of  the  tube.  Cysts  of  the  walls  of  the  pharynx  are  at 
times  observed,  yet  they  are  rare,  and  this  is  the  reason  for  de- 
scribing this  case. 


paper: 
A  CASE  OF  LARYNGECTOMY,  WITH  SPECIMEN. 


BY    C.    W.    RICHARDSON,   M.D. 


Operative  interference  for  malignant  growths  of  the  larynx 
is  sufficiently  infrequent  no  justify  one  in  reporting  all  cases. 
Especially  is  this  so  when  we  consider  that  the  status  of  the 
operation  is  not,  at  the  present  day,  fully  settled,  that  is, 
whether  operative  interference  is  always  a  justifiable  procedure. 
In  this,  as  in  a  great  many  other  operations  for  malignant 
growths,  operative  measures  are  deferred  from  time  to  time 
until,  when  e'ntered  upon,  it  becomes  almost  a  hopeless  task. 

In  April,  1896,  Dr.  Butler  called  upon  me  and  requested  me 
to  remove  a  growth  from  the  larynx  of  a  patient  imder  his  care. 
He  brought  to  my  office  a  German,  male,  of  average  height, 
and  about  fifty-four  years  of  age.  His  voice  was  quite  harsh, 
and  possessed  that  hoarseness  which  is  characteristic  of  laryn- 
geal ulceration.  He  had  no  pain,  his  family  history  was  good, 
and  he  denied  the  possibility  of  syphilitic  infection.  On  exam- 
ination of  the  larynx  I  found  the  mucous  membrane  consider- 
ably infected  throughout.     The  left  vocal  cord  was  ulcerated  in 
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the  anterior  third,  and  was  quite  congested.  The  right  cord 
was  nearly  normal.  Just  above  the  left  false  cord  there  was 
seen  growing-,  from  the  left  lateral  wall  of  the  larynx,  a  large 
pediculated  growth  of  an  intensely  red  color.  This  growth  was 
about  half  a  centimeter  in  diameter.  I  immediately  recognized 
the  man's  condition  as  serious,  but  could  come  to  no  definite 
conclusion  as  to  the  character  of  the  growth.  I  removed  the 
growth  and  gave  it  to  Dr.  Butler  for  study.  I  saw  the  patient 
once  or  twice  thereafter;  and  I  heard  from  Dr.  Butler  that  the 
patient's  condition  was  steadily  going  from  bad  to  worse.  In 
September  Dr.  Butler  consulted  me  as  to  the  advisability  of  re- 
moving the  patient's  larynx.  We  decided  to  remove  the  larynx, 
in  which  the  patient  acquiesced,  although  he  employed  dilatory 
tactics,  delaying  the  operation  from  time  to  time,  until  increas- 
ing difficulty  in  respiration  finally  drove  him  to  seek  relief  in 
operative  interference.  Just  previous  to  the  time  set  for  oper- 
ation, the  following  outlines  the  physical  status  of  the  patient. 
His  general  condition  was  bad,  as  evidenced  by  the  weakness, 
the  growing  emaciation,  and  the  general  appearance  of  the  can- 
cerous cachexia.  The  breathing  was  quite  labored,  and  the 
respiration,  especially  during  the  night  time,  was  attended  by 
paroxysms  of  respiratory  difficulty,  seriously  interfering  with 
the  patient's  obtaining  sufficient  sleep.  The  appetite  was  very 
poor,  and  nourishment  was  taken  with  some  difficulty,  and  only 
in  insufficient  quantities.  The  pulse  and  heart  action  were 
fairly  good.  There  was  no  pain  in  the  laryngeal  region,  nor 
any  of  a  reflected  character.  There  never  had  been  any  bleed- 
ing from  the  larynx.  The  larynx  was  firm,  dense,  and  very 
much  enlarged.  There  was  no  enlargement  of  the  lymphatic 
glands,  or  subcutaneous  infiltration.  The  laryngoscopic  picture 
showed  no  evidence  of  disease  at  the  site  of  the  original  opera- 
tion. In  the  vocal  region  were  all  the  evidences  of  disease. 
Both  cords  had  been  destroyed,  and  in  their  place  were  a  couple 
of  lines  of  irregular,  nodular  growth  projectmg  and  nearly 
meeting  in  the  median  line.  These  masses  of  new  growth  were 
of  a  grayish-white  appearance,  and  there  was  a  point  of  ulcera- 
tion at  the  site  of  the  processus  vocaiis,  and  in  the  anterior  third 
of  the  right  vocal  cord.  It  will  be  seen  later  on  how  imperfect 
the  picture  was  of  the  true  condition  of  the  growth. 

PRELIMINARY    OPERATION. 

On  December  12,  1896,  at  1.30  p.m.,  I  did  a  low  tracheotomy, 
entering  the  windpipe  between  the  third  and  sixth  rings  of  the 
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trachea.  The  operation  was  necessarily  done  low  down  in  the 
neck,  and,  therefore,  made  quite  a  deep  wound.  This  was 
completed  in  a  very  few  moments.  On  the  14th  of  December, 
early  in  the  morning,  the  nurse  withdrew  the  tube  for  the  pur- 
pose of  cleaning  it,  and  was  unable  to  replace  it.  The  resident 
physician,  in  his  efforts  to  reinsert  the  tube,  failed  to  pass  it 
into  the  windpipe,  introducing-  it  into  the  wound  at  the  side  of 
the  trachea.  Shortly  after  noon,  when  I  reached  the  hospital, 
my  attention  was  attracted  by  the  pulsations  of  the  tracheal 
tube,  I  found  that  no  air  was  entering  the  tube,  so  I  immedi- 
ately withdrew  it  from  the  wound  and  reintroduced  it  into  the 
trachea.  The  temperature  ran  up  that  evening  and  the  next 
day  to  102°  F.,  but  gradually  dropped  to  normal,  which  was 
gained  on  the  19th,  the  day  of  the  operation. 

OPERATION. 

The  ordinary  preparations  havipg  been  made,  the  tracheal 
tube  was  removed,  and  a  Gerster  tampon  cannula  was  intro- 
duced.    The  Gerster  tampon  cannula  was  fixed,  and  the  patient 
anesthetized.     The  primary  incision  was  carried  from  the  thy- 
roid notch  to  within  half  an  inch  of  the  tracheal  wound   in  the 
median  line.   These  flaps  were  dissected  away  on  the  right  and 
left,  until  the  larynx  was  almost  free,  when  a  transverse  inci- 
sion three  inches  in  length  was  made  just   below,  and  parallel 
to,  the  hyoid  bone.     The  center  of  this  incision  was  the  upper 
end  of  the  vertical  one,  and  intersecting  with  it.     These  con- 
necting  flaps  were  then  dissected  back  so    as   to   expose  the 
superior  cornu  of  the  thyroid  cartilage.     While  working  in  the 
depth  of  the  wound  on  the  right  side,  a  large  vein  was   torn 
across,  causing  a  troublesome  hemorrhage  for  some  moments, 
until  ligated.     This  was  the  only  hemorrhage  of  any  moment 
during   the    operation.     The  right  and   left  cornu  were    then 
separated  from  their  attachments.   The  thyroid  membrane  was 
divided,  and  the  larynx  lifted  up  and  separated  from  the  anterior 
wall  of  the  esophagus.     The    trachea    was  cut  across   at   the 
second  ring,  and  the  larynx  removed.     The  end  of  the  trachea 
was  lifted  out  and  attached  to  the  sides  of  the  wound.     The 
upper  end  of  the  esophagus  was   sutured  transversely  to   the 
upper  edge  of  the  wound,  so  as  to  close  the  pharyngeal  cavity. 
The  wound  was  brought  together  to  a  considerable  extent  and 
then   packed  with  gauze.     The  Gerster  tampon  cannula  was 
removed,  and  a  tracheal  tube  was  introduced.     The  upper  end 
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of  the  trachea  was  tamponed  with  gauze,  and  the  operation 
was  completed  by  the  bandaging  of  the  surface.  I  neglected  to 
mention  that  the  epiglottis  was  left  in  sitti.  A  soft  rubber  tube, 
which  had  been  passed  from  the  mouth  into  the  esophagus,  was 
removed,  just  after  the  operation  was  completed. 

Immediately  after  the  operation,  and  while  the  cleaning  up 
was  being  carried  out,  the  patient  ceased  to  breathe,  and  be- 
come deeply  cyanosed.  I  was  called  to  him  at  once,  but  not 
before  the  feeding-tube  had  been  removed  and  artificial  respira- 
tion had  been  resorted  to  by  the  assistants.  In  a  few  moments 
the  respiration  began  again  and  the  cyanosis  cleared  up.  In 
about  ten  minutes  more  the  breathing  again  began  to  get  slow, 
and  the  patient  become  cyanotic.  I  raised  the  head  a  little,  and 
the  breathing  become  better,  and  the  cyanosis  entirely  disap- 
peared. During  the  first  day  the  patient  seemed  quite  comfort- 
able, smiling  at  the  attendants,  and  was  very  grateful  for 
everything  that  was  done  for  his  comfort.  Temperature,  99° ; 
pulse,  full  and  strong;  nourishment  given  per  rectum.  During 
the  night  it  became  necessary  to  remove  the  cannula  on  account 
of  blood-clots  collecting  below  the  tube,  which  could  not  be 
coughed  through  it.  On  December  20th  the  patient  was  com- 
fortable; temperature,  100°;  pulse,  good.  There  was  consider- 
able seropurulent  discharge  about  the  tracheal  tube,  which 
necessitated  frequent  changes  in  the  dressings.  On  December 
2 1  St  the  patient  passed  a  good  night;  temperature,  98.4°;  pulse, 
rapid  and  weak.  There  was  a  little  moisture  in  the  upper  left 
hand  corner  of  the  dressing,  which  caused  me  to  remove  some 
of  the  dressings  and  insert  fresh  gauze.  About  5  o'clock  in  the 
evening  the  patient's  condition  became  rapidly  worse,  and  he 
died  about  10  p.m.  from  acute  edema  of  the  lungs. 

The  question  of  operative  interference  in  these  advanced 
forms  of  malignant  growths  is  a  serious  one,  and  one  which  the 
surgeon  has  great  difficulty  in  deciding,  especially  when  the 
patient  himself,  as  in  my  case,  is  anxious  for  relief  through 
operative  interference.  After  this  patient  had  entered  the 
hospital  I  noticed  his  serious  condition,  and  I  practically  re- 
fused to  do  any  operation  other  than  a  pallative  tracheotomy, 
but  the  patient,  by  his  persistence,  fortitude,  and  courage,  won 
me  over  to  do  the  full  operation. 

In  general  I  think  it  unwise  to  interfere  so  late  in  a  case. 
The  extent  of  the  growth  was  far  greater  than  one  could  gain 
any  idea  of  from  a  simple  laryngeal  examination.    Section  of  the 


Papilloma  of  the  Larynx  Recurring  as  an  Epithelioma.  87 

larynx  will  demonstrate  to  you  that  the  growth  filled  out  the 
whole  interior  of  the  larynx  from  the  vocal  region  to,  and 
involving,  the  first  ring  of  the  trachea.  It  is  interesting  to 
observe  how  completely  this  larynx  was  filled  up  by  the  growth, 
and  it  is  almost  impossible  to  conceive  how  this  patient  gained 
sufficient  air  for  respiratory  purposes  through  this  extremely 
narrow  lumen  of  the  larynx. 

The  dressing  and  after-treatment  of  the  wound  is  a  very 
important  part  of  the  operation,  and  I  hesitated  to  follow  the 
general  course  of  treatment  adopted  for  these  cases,  for  I  could 
find  no  good  reason  for  packing  the  wound  with  gauze  and 
leaving  it  open.  However,  I  followed  this  line  of  treatment, 
and  I  greatly  regret  having  done  so.  It  seems  to  me  that  great 
suffering  would  have  been  spared  the  patient,  and  much  time 
gained  in  the  healing  of  the  wound  by  a  closed  method,  without 
entailing  the  danger  to  the  patient  of  infection.  I  shall  follow 
out  this  line  of  treatment  in  any  subsequent  case  of  this  nature 
which  may  come  under  my  observation. 


PAPER 


PAPILLOMA  OF  THE   LARYNX  RECURRING  AS  AN 
EPITHELIOMA— REPORT  OF  A  CASE. 


BY   M.    R.    WARD,    M.  D. 


The  question  of  the  possibility  of  the  malignant  degenera- 
tion of  benign  laryngeal  growths,  the  frequency  of  this  accident 
and  the  influence  of  operative  procedure  in  promoting  such 
transformation,  has  been  so  fully  presented  in  laryngological 
literature  during  the  past  decade,  that  the  subject  might  be  re- 
garded as  entirely  exhausted  were  it  not  for  the  fact  that  some 
of  the  most  prominent  representatives  of  our  specialty  still  take 
such  antagonistic  positions  on  almost  all  the  points  at  issue. 
We  cannot  expect  that  the  ghost  will  be  finally  laid  until  a  more 
harmonious  state  of  affairs  arises  from  the  clash  of  conflicting 
opinions.  At  the  present  time  we  wish  to  submit  a  case  of  inter- 
est in  this  connection,  with  a  few  remarks  as  to  the  present 
status  of  the  subject  under  consideration. 

The  subject  as  above  indicated,  naturally  gives  rise  to  three 
leading  questions — the  possibility  of  such  transformation,  its  fre- 
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quency,  and  the  effect  of  operative  interference  in  bringing  it 
about. 

The  first  point,  viz.:  The  possibility  of  the  malignant  de- 
generation of  innocent  neoplasms  is  so  closely  connected  with 
the  interminable  question  of  the  etiology  of  carcinoma  in  gen- 
eral, that  its  discussion  would  not  be  in  place  on  this  occasion. 
Few  laryngologists  would  be  bold  enough  to  absolutely  deny  this 
possibility;  it  may,  however,  be  remarked  that  those  who  follow 
that  insistent  and  industrious  minority  of  pathologists,  who  look 
upon  carcinoma  as  a  specific  infection,  whether  due  to  coccidia, 
blastomycetes,  or  what  not,  are  obviously  obliged  to  answer  the 
question  in  the  negative,  and  all  cases  of  so-called  transforma- 
tion are  explained  by  a  superinfection  or  a  mistaken  diagnosis 
of  the  original  growth. 

If,  on  the  other  hand,  with  the  majority  of  pathologists,  we 
regard  the  origin  of  cancer  as  epithelogenetic  we  can  readily 
admit  the  possibility  of  a  neoplasm  originally  benign  taking  on 
all  the  characteristics  of  malignancy,  and  as  laryngologists,  we 
are  chiefly  interested  in  determining  in  what  proportion  of 
cases  this  transformation  takes  place,  and  what  effect  operative 
interference  has  in  bringing  about  this  unfortunate  accident. 
In  our  opinion,  little  light  can  be  thrown  upon  these  questions 
by  theoretical  deduction  at  the  present  time.  They  can  only 
be  decided  by  the  collation  of  statistics  based  upon  accurate  and 
candid  reports  of  such  cases  as  come  under  our  observation. 

The,,  case  I  wish  to  report  is  as  follows : 

Miss  M.  W. ,  age  seventeen,  of  German  parentage,  and  the 
eldest  of  a  family  of  ten  children,  all  living. 

Family  history:   negative  as  to  carcinoma. 

Personal  history:  had  measles  during  childhood.  In  De- 
cember, 1893,  she  had  an  attack  of  epidemic  influenza,  from 
which  she  soon  recovered ;  but  on  trying  to  sing  she  noticed  her 
voice  was  husky.  There  was  no  cough  nor  dysphagia.  The 
hoarseness  continued  to  grow  worse,  and  in  February,  1894,  she 
consulted  a  physician,  who  told  her  she  had  a  growth  on  her 
vocal  cord,  which  he  treated  by  applications  and  sprays  to  the 
larynx,  with  little  or  no  improvement. 

In  July  of  the  same  year  she  consulted  Dr.  Day  of  this 
city,  who  removed  the  growth,  which  was  no  larger  than  a  pea, 
pale  pink  in  color,  and  grew  from  the  left  vocal  cord  near  the 
anterior  commissure.  The  doctor  states  very  positively  that 
there  was  at  this  time  no  question  in  his  mind  as  to  the  entirely 
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benign  character  of  the  growth,  and  the  microscopic  examina- 
tion made  by  a  competent  pathologist  confirmed  his  diagnosis 
of  papilloma.  For  a  short  time  her  voice  improved  only  to 
again  relapse  into  its  former  condition,  growing  gradually 
worse  until  November  6,  1895,  when  she  consulted  me. 

An  examination  at  this  time  showed  the  nose  and  the  naso- 
pharynx to  be  comparatively  normal.  On  laryngoscopic  in- 
spection the  ventricular  bands  were  inflamed  and  swollen,  the 
arytenoids  freely  movable.  The  anterior  half  of  the  left  vocal 
cord  was  completely  destroyed  by  ulceration.  The  ulcer  pre- 
sented a  ragged,  irregular,  reddish  appearance,  and  surround- 
ing it  was  an  infiltration  of  the  submucous  tissue  immediately 
below  the  left  vocal  cord,  and  involving  the  entire  left  half  of 
the  larynx.  The  right  cord  was  congested  and  swollen,  leaving 
the  chink  of  the  glottis  narrowed  to  one-third  its  normal  size. 
The  voice  was  entirely  lost. 

Excluding  tuberculosis  by  physical  and  microscopical  exam- 
inations, I  gave  the  patient  specific  treatment  in  the  hope  that 
the  ulcer  might  be  syphilitic.  Potassium  iodid  was  rapidly  in- 
creased to  one  dram  three  times  a  day,  while  inunctions  of  mer- 
curial ointment  and  pill  protoiodid  were  pushed  to  their  full 
physiological  effect.  This  treatment  was  supplemented  by 
cleansing  sprays  and  powdered  iodoform  to  the  larynx,  and 
continued  for  two  months,  the  patient  growing  worse  all  the 
while,  the  ulceration  extending  toward  the  left  arytenoid,  the 
infiltration  and  swelling  increasing  until  the  dyspnea  became 
so  alarming  that  a  tracheotomy  was  necessary. 

On  the  advice  of  Ur.  Delavan  of  New  York,  to  whom  I  de- 
scribed the  case,  the  larynx  was  sprayed  with  absolute  alcohol 
in  the  hope  that  the  disease  might  be  a  simple  papilloma.  The 
fesult  was  disappointing,  for  at  the  end  of  two  weeks  1  was 
obliged  to  discontinue  the  treatment  on  account  of  its  irritating 
influence  on  the  already  inflamed  larynx.  This  I  regarded  as 
confirmatory  evidence  in  favor  of  malignancy,  which  I  had  all 
the  while  suspected.  But  on  account  of  the  growth  being  sub- 
cordal,  and  the  chink  of  the  glottis  so  narrow,  it  was  impossible 
to  remove  a  portion  large  enough  for  a  microscopical  examina- 
tion. 

On  March  10,  1896  (one  month  after  the  tracheotomy),  the 
following  condition  of  the  larynx  existed:  Fixation  of  the  left, 
and  very  slight  movement  of  the  right  arytenoid;  interaryte- 
noid  space  tumid  and  edematous;  ventricular  bands  obliterated 
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by  the  infiltration  and  swelling  from  ulceration  of  the  left  vocal 
cord;  the  anterior  two-thirds  of  the  left  vocal  cord  completely 
destroyed;  the  chink  of  the  glottis  in  full  inspiration  probably 
reduced  to  one-fifth  or  less  of  its  normal  size,  through  which 
can  be  seen,  on  the  left  side  of  the  larynx,  numerous  irregular, 
nodular  masses  of  diseased  tissue,  bright  red  in  color.  No 
hemorrhage  until  this  date.  The  patient  has  paroxysmal  at- 
tacks of  coughing;  considerable  expectoration,  consisting  of 
white,  frothy  mucous,  sometimes  streaked  with  blood,  and  occa- 
sionally containing  shreds  of  necrotic  tissue.  Some  fetor  of  the 
breath;  complains  of  tenderness  over  the  larynx;  sharp,  shoot- 
ing pains  in  the  left  ear.  She  is  pale,  cachetic,  and  losing  in 
flesh,  although  her  appetite  is  good  and  she  sleeps  well.  There 
is  no  enlargement  of  the  cervical  glands. 

I  then  had  Dr.  Daly  see  the  patient  with  me  for  the  second 
time.  In  discussing  the  case  he  remarked :  "The  disease  is  un- 
mistakably extending,  and,  judging  from  the  appearance  and 
clinical  history  of  the  case,  I  would  consider  the  growth  malig- 
nant." 

The  patient  was  sent  to  the  Mercy  Hospital  for  a  thyrotomy, 
which  was  performed  by  Dr.  Stewart  and  myself  on  March  14, 
1896.  On  opening  the  larynx  numerous  nodular  masses  of 
new-formed  tissue  were  found  beneath  the  left  vocal  cord. 
These  were  removed  by  curved  scissors  and  the  entire  left  half 
of  the  larynx  thoroughly  curetted.  The  cartilages  of  the  larynx 
were  to  all  appearances  healthy.  The  hemorrhage  was  mod- 
erate and  easily  controlled.  The  wound  was  packed  with  iodo- 
form gauze  and  dressed  open  for  the  first  twenty-four  hours,  at 
the  end  of  which  time  the  gauze  was  removed  and  the  edges 
approximated  by  adhesive  plaster. 

The  operation  and  after-treatment  were  unattended  with  any 
incident  worthy  of  note,  and  on  the  fifteenth  day  the  patient 
was  able  to  come  to  my  office. 

Portions  of  the  growth  were  submitted  to  Dr.  Eugene  Was- 
din,  U.  S.  M.  H.  S.,  who  kindly  furnished  me  the  following 
report. 

"The  specimen  removed  from  the  larynx,  at  the  anterior 
attachment  of  the  true  vocal  cords,  gives,  in  frozen  sections 
stained  in  hematoxylin  and  eosin,  a  newly  formed  connective- 
tissue  stroma  supporting  masses  of  epithelial  cells,  squamous 
in  appearance.  There  is  also  an  increased  growth  of  the  folli- 
cles common  to  this  mucosa ;  many  showing  well-formed  ciliated 
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epithelium,  others  being  lined  with  columnar  cells  markedly  em- 
bryonal, or  filled  with  such  proliferated  young  cells.  The  con- 
nective-tissue is  quite  vascular  and  there  is  small-celled  infiltra- 
tion. The  presence  of  the  flat  or  squamous  cells  in  this  locality, 
below  the  normal  line  of  their  distribution,  gives  rise  to 
serious  apprehension  of  the  return  of  the  growth ;  whilst  the 
retrogression  of  the  glandular  epithelial  cells  into  their  embry- 
onal condition,  indicates  that  such  return  will  prove  the  malig- 
nancy foreshadowed  in  this  picture  of  mixed  epithelial  growth, 
adeno-epithelioma. " 

The  disease  soon  showed  evidence  of  return  and  a  laryngec- 
tomy was  decided  upon  and  performed  by  Dr.  Stewart  at  the 
Mercy  Hospital,  June  17,  1896,  in  the  presence  of  some  of  the 
members  of  the  American  Laryngological  Association,  which 
was  in  session  in  Pittsburg.  At  this  time  there  was  no  recog- 
nizable lymphatic  involvement.  In  order  to  eradicate  the  dis- 
eased tissue  it  was  found  necessary  to  remove  the  entire  larynx, 
with  epiglottis  and  a  portion  of  the  anterior  wall  of  the  esopha- 
gus. The  trachea  was  stitched  to  the  lower  edge  of  the  wound 
and  a  tracheotomy-tube  inserted.  The  wound  was  closed  and 
on  the  third  day  an  esophageal  tube  was  introduced  through 
which  the  patient  was  nourished.  The  wound  healed  almost 
throughout  by  primary  union  and  convalescence  was  uncom- 
plicated. The  disease  first  showed  its  return  in  the  cicatrix 
about  the  8th  of  August.  This  was  soon  followed  by  enlarge- 
ment of  the  lingual  and  cervical  glands.  The  patient  died  from 
exhaustion  on  October  25,  more  than  four  months  after  the 
laryngectomy. 

'  The  case  related  exhibits  a  number  of  unusual  features, 
among  them  the  rather  uncommon  location  of  the  growth,  and 
the  very  exceptional  age  of  the  patient.  We  will,  however, 
pass  over  these  points  without  comment,  and  proceed  to  briefly 
refer  to  the  present  status  of  the  question  of  the  malignant  de- 
generation of  benign  tumors  of  the  larynx,  of  which  this  seems 
to  be  an  unusually  well-authenticated  example. 

The  possibihty  of  tumors— clinically  and  histologically  be- 
nign—undergoing a  malignant  transformation  was  pointed  out 
by  the  older  pathologists,  and  their  dictum  on  this  point  has 
been  either  tacitly  or  exphcitly  accepted  by  succeeding  authori- 
ties, notwithstanding  the  decided  difficulty  of  obtaining  abso- 
lute proof  of  such  change  in  any  given  case.  For  various 
reasons,    the    question    in    its    special    bearing   on    laryngeal 
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neoplasms  has  excited  unusual  interest,  and  perhaps  a  rather 
disproportionate  amount  of  discussion.  This  is,  to  a  certain  ex- 
tent, connected  with  the  tendency  among  some  laryngologists 
to  construct  a  special  and  advanced  pathology  for  the  larynx, 
particularly  as  regards  the  etiology  of  intralaryngeal  growths. 
Thus,  irritation  with  resulting  hyperemia  and  cell  proliferation 
has  been  assigned  a  far  more  prominant  role  in  the  causation 
of  laryngeal  tumors  than  it  has  been  allowed  by  pathologists, 
when  treating  of  tumors  in  general.  This  is  not  only  true  of 
benign  growths,  but  of  malignant  tumors  as  well.  This  posi- 
tion is  well  illustrated  by  a  quotation  from  Lennox  Browne, 
who  opens  a  discussion  of  the  etiology  of  malignant  tumors  of 
the  larynx  with  the  following  remark:'  "  Promise  of  profit 
to  be  derived  from  a  discussion  of  the  probable  causes  of  malig- 
nancy may  at  first  appear  as  hopeless  as  the  proverbial  chas- 
tisement of  a  dead  horse;  but  while  this  may  be,  to  some 
extent,  true,  with  regard  to  malignant  neoplasms  in  general, 
an  exception  must  be  claimed  for  those  in  connection  with  the 
larynx." 

A  rather  thorough  investigation  of  the  literature  on  the  sub- 
ject at  my  command,  shows  distinct  change  in  the  attitude  of 
laryngologists  toward  this  entire  subject,  and  Lennox  Browne's 
utterance  on  this  pivotal  point  would  have  gained  more  support 
ten  years  ago  than  at  the  present  time.  In  marked  contrast  to 
this  opinion  is  that  of  a  recent  American  author,  who  states:* 
"The  etiology  of  laryngeal  cancer  is  as  obscure  as  that  of 
the  disease  in  other  parts."  Some  stress  should  be  laid  on  this 
point  since  it  bears  a  very  vital  relation  to  the  question  of  de- 
generation of  benign  into  malignant  growths,  especially  follow- 
ing operations;  for,  granting  that  there  are  no  sufficient  reasons 
for  believing  that  the  etiology  of  cancer  of  the  larynx  differs 
from  that  of  cancer  elsewhere,  we  have  an  a  priori  considera- 
tion against  the  more  frequent  occurrence  of  malignant  change 
in  benign  tumors  here  than  in  other  organs.  And  further,  we 
can,  in  view  of  the  futility  of  the  imm.ense  researches  that  the 
pathologists  have  undertaken  in  the  past  few  years,  afford  to 
entirely  ignore  any  theoretical  speculations  as  to  the  pathogen- 
esis of  carcinoma  of  the  larynx.  It  follows,  therefore,  that  at 
present  a  solution  of  this  question  can  only  be  hoped  for 
through  an   appeal  to  statistics.     Semon  recognized  this  fact, 

'  Burnett's  "Syst.  Diseases  of  Nose  and  Throat,"  vol.  ii,  p.  767« 
2  Delavan  in  Dennis'  -'Sj-st.  of  Surgery,"  vol.  iii,  p.  56. 
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and  in  consequence  has  furnished  us  with  the  most  solid  and 
convincing  contribution  to  the  Hterature  on  this  subject.  His 
larg'e  number  of  cases  so  carefully  analyzed,  has  wrout^ht  a  de- 
cided revolution  in  our  views  on  this  question.  Browne's 
original  views  as  to  the  frequency  of  malignant  degeneration  of 
benign  growths  are  scarcely  tenable  to-day,  and  this  dis- 
tinguished author  admits  in  the  last  edition  of  his  work  that 
"his  experience  may  have  been  exceptionally  unfortunate." 

Gerhardt  undoubtedly  voices  the  consensus  of  opinion,  when 
he  states^:  "  F.  Semon  has  proved  that  cancerous  degenera- 
tion of  originally  benign  tumors  happens  seldom  and  without  any 
one's  fault." 

Since  Semon's  collective  investigation,  little  original  ma- 
terial   has  accumulated,  so    that  we  simply  append    his  totals^: 

"No.  of  observers,  107  (covering  1862-1888). 

"  No.  of  benign  tumors  observed,  10,647. 

"No.  of  papillomata,  4190. 

"No.  of  intralaryngeal  operations  on    benign  tumors,  8216. 

"No.  of  intralaryngeal  operations  on  papillomata,  3282. 

"No.  of  papillomata  recurring  and  requiring  repeated  re- 
moval, 480. 

"No.  of  cases  of  spontaneous  degeneration,  12. 

"No.  of  cases  of  degeneration  after  intralaryngeal  opera- 
tions, 31." 

Semon,  for  reason  of  varying  weight,  excludes  fifteen  of  the 
thirty-one  recorded  cases  of  degeneration  following  operation. 
Even  a  few  of  the  cases  accepted  might  readily  be  objected  to 
by  the  captious  critic.  These  results,  though  approximate,  are 
none  the  less  positive,  and  undoubtedly  the  main  conclusions 
reached  are  correct. 

Semon  himself  has  pointed  out  with  great  detail  all  sources 
of  error.  But,  after  all,  the  most  formidable  stumbling-block 
lies  in  the  difficulty  of  arriving  at  a  positive  diagnosis  between 
carcinoma  and  pa])illoma  in  their  earlier  stages.  Clinically  laryn- 
gologists  have  decided  that  this  may  be  absolutely  impossible. 
Our  only  resort  then  is  the  microscope.  Unfortunately  it  has  so 
often  been  found  indecisive  in  the  past,  that  some  eminent  men  are 
beginning  to  express  doubts  as  to  the  value  of  histological  ex- 
aminations in  the  diagnosis  of  laryngeal  growths.  Such  cases 
as  those  of  Lefferts  and  Semon,  where  several  pathologists  ar- 

•  Nothnagel's  "  Specille  Pathol,  und  Ther." 

2  Semoa,  Internat,  Ccntralblatt  fiir  Laryngol.,  etc.,  iSSS-Sg. 
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rived  at  a  different  diagnosis  in  reporting  on  a  specimen  sub- 
mitted for  examination,  admits  of  a  possible  explanation  on  the 
hypothesis  that  the  growths  under  consideration  exhibited  a 
heterogeneous  structure.  Beschorner's  experience  recorded 
by  Semon,  where  a  tumor  that  had  been  pronounced  malignant 
by  such  eminent  authority  as  Birch-Hirshfeld  subsequently  pur- 
sued a  benign  course,  presents  a  more  puzzling  problem. 

It  may  be  remarked  that  the  adoption  of  a  more  uniform 
and  rigid  system  of  nomenclature  by  pathologists  and  laryngolo- 
gists  would  eliminate  some  confusing  elements.  Thus,  the  laryn- 
gologist  scarcely  recognizes  the  familiar  papilloma  under  the  de- 
signation, pachydermia  verrucosa.  On  the  other  hand  we  are 
•surprised,  in  looking  over  the  reports  of  older  laryngologists 
(e.  g.  Fauvel),  at  the  frequent  mentioned  of  seirrhus  and  en- 
cephaloid,  knowing  that  these  forms  of  carcinoma  are  uncom- 
mon in  the  larynx. 

Finally,  ruling  out  sarcoma  on  account  of  its  rarity  in  this 
location,  the  problem  that  usually  confronts  the  pathologist,  as 
far  as  the  larynx  is  concerned,  is  the  diagnosis  between  papil- 
loma and  squamous  epithelioma.  The  chief  source  of  error  here 
lies  in  the  fact  that  it  may  be  impossible  to  differentiate  histo- 
logically between  a  simple  papilloma  and  the  superficial  layers 
of  the  malignant  growth  which  so  frequently  are  removed  in  the 
form  of  "papillary  outgrowths, "  thus  often  making  the  picture 
of  the  two  neoplasms  both  macroscopically  and  microscopically 
identical,  and  the  laryngologist  must  recognize  the  fact,  that 
unless  he* includes  the  deeper  layers  in  his  specimen  the  micro- 
scopist's  opinion  is  open  to  doubt  and  uncertainty. 

Thanks  to  the  research  of  Semon  and  others,  we  are  con- 
vinced of  the  rarity  of  malignant  changes  in  originally  benign 
growths,  and,  further,  it  has  been  established  that  intralaryn- 
geal  operations  have  but  slight,  if  any,  effect  in  promoting  this 
transformation.  As  yet,  our  present  records  but  roughly  ap- 
proximate the  truth,  and  in  order  to  secure  greater  statistical 
accuracy  we  would  urge  a  more  careful  clinical  and  microscop- 
ical study  of  our  cases. 
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THE  CURE  OF  SINGERS'  NODULES. 


BY    H.     HOLBROOK    CURTIS,    M.D. 


A  singers'  nodule  may  be  defined  as  an  inflammatory  growth 
situated  at  the  junction  of  the  anterior  and  middle  thirds  of  the 
vocal  cords. 

The  cause  of  these  growths  is  the  employment  of  an  injuri- 
ous method  of  attacking  tones,  or  using  a  focus  of  tone  which 
places  the  initial  impulse  upon  the  cords  in  such  a  manner  that 
attrition  becomes  possible.  The  damage  is  done  chiefly  in 
singing  the  so-called  upper  medium  register,  as  in  the  high 
register  the  segmentation  of  the  cords  is  rearranged  in  such  a 
manner  that  the  vocal  cords  do  not  rub  against  one  another. 

That  singers'  nodules  are  the  result  of  a  direct  mechanical 
effect  caused  by  the  interference  of  opposite  vibrating  segments, 
and  are  not  true  nodes  in  an  acoustic  sense,  has  been  proved 
beyond  doubt  by  the  investigations  with  the  stroboscope  of 
Oertel,  Koschlakoff,  and  Simanowski.  If  we  would  investigate 
the  changes  which  take  place,  we  must  go  back  to  the  first  in- 
dication of  improper  vibration,  which  demonstrates  itself  by  the 
behavior  of  mucous  particles  upon  the  upper  border  of  the 
bands  long  before  any  interstitial  changes  take  place  within  the 
cords  themselves  or  their  mucous  coverings. 

On  examining  the  cords  while  singing  the  medium  register 
with  a  bad  attack  {coup  de  glotte),  we  frequently  observe  the 
mucous  on  the  cord  seeking  the  center  of  the  belly  of  the  vi- 
brating segment  and  losing  itself  over  the  border  as  a  little 
globule;  later  on  the  mucous  membrane  begins  to  show  adven- 
titious changes,  until  finally,  by  the  continued  use  of  the 
method,  the  thickened  membranes  rub  together  and  inflamma- 
tory products  cause  an  organized  nodule  or  neoplasm  to  appear. 
This  is  most  easily  distinguished  from  a  papilloma  by  the  color 
and  general  structure,  and  also  from  the  fact  that  the  latter 
usually  invades  but  one  cord.  In  the  investigation  of  the  sub- 
ject of  faulty  method  in  smging  it  is  essential  that  the  usual 
method  of  examination  of  the  larynx  be  modified  and  that  the 
cords  be  seen  throughout  their  whole  anterior  portion.  To  this 
end  we  must  allow  the  tongue  to  repose  quietly  in  the  mouth 
with  an  ordinary  tongue  depressor  lightly  held  upon  the  base, 
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SO  that  an  indication  is  given  the  patient  when  the  tongue  is 
unconsciously  elevated  in  speaking  the  vowels  a  and  e.  The 
patient  is  then  directed  to  talk  and  not  to  sing,  simply  saying  a 
as  much  as  possible  in  the  larynx  without  pushing  upward  the 
tongue  depressor,  and  then  the  patient  is  asked  to  change  this 
a  to  an  c  as  nearly  as  he  may  be  able  on  the  same  tone  without 
raising  the  tongue.  The  resulting  sound  is,  of  course,  not  an 
e  sound,  but  this  mental  process  is  the  best  one  I  have  found  to 
accustom  the  patient  to  show  the  cords  in  their  most  natural 
state  without  reflex  strain.  Under  these  circumstances  we 
often  find  evidences  of  commencing  bad  conditions  which  are 
invisible  under  the  usual  methods  of  examination  where  we  see 
the  cords  in  greater  tension.  It  should  be  borne  in  mind  that 
in  the  first  stages  of  nodules  the  singer  is  only  troubled  while 
singing  inczza  voce  and  in  the  medium  register,  and  one  of  the 
first  symptoms  of  this  condition  is,  that  the  singers'  speaking 
voice  becomes  hoarse  after  siAging. 

Singers'  nodules  develop  very  frequently  upon  having  sung 
on  a  single  occasion  with  improper  attack ;  they  do  not  of  neces- 
sity come  from  overwork,  from  singing  with  congested  cords, 
or  upon  a  cold,  though  any  of  these  later  conditions  may  be  the 
starting-point  of  this  affection.  I  have  frequently  observed  in 
operatic  artists  the  change  from  one  language  to  another,  not- 
ably from  French  to  German,  cause  nodules  to  appear  in  a 
single  night. 

Enough  has  been  said  of  the  causation  of  nodules,  and  now 
let  me  briefly  explain  the  method  which  relieves  this  condition, 
and  which  has  become  recognized  as  the  sine  qua  non  as  re- 
gards treatment  by  many  of  our  leading  operatic  singers  both 
here  and  abroad. 

In  the  first  place,  the  exercises  I  have  developed  must  be 
undertaken  by  a  person  whose  musical  ear  is  perfectly  able  to 
determine  whether  the  vocal  poise  is  absolutely  correct,  for  if 
these  exercises  are  attempted  with  an  improper  emission  or 
focus  they  are  worse  than  useless. 

In  case  of  acute  nodules  of  attrition  one  must  begin  these 
exercises  on  the  day  following  their  occurrence,  for  if  we  allow 
the  patient  to  rest  for  several  days  the  cords  become  soft  and  a 
sort  of  serous  extravasation  takes  place,  and  then  a  period  of 
rest  must  perhaps  be  instituted.  ' 

The  great  practical  advantage  of  these  exercises  lies  in  the 
fact  that  the  singer  is  immediately  put  into  working  condition 
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by  the  proper  use  of  these  gymnastics  of  the  intrinsic  muscles. 
Frequently  a  prima  doiina  has  presented  herself  the  day  fol- 
lowing a  performance  with  an  acute  nodular  condition  of  the 
cords;  she  is  convinced  tliat  two-weeks'  rest  will  be  necessary 
before  she  sings  again,  for  she  has  pain  in  her  larynx,-"  hem- 
ming "  constantly,  great  hoarseness  of  the  speaking  voice,  and 
inability  to  make  but  one  or  two  singing  tones.  Unless 
she  has  been  encouraged  by  some  singer  who  has  undergone 
the  treatment  and  who  has  vouched  for  the  results,  it  is  diffi- 
cult to  make  the  patient  submit  to  so  seemingly  absurd  a  prop- 
osition as  the  method  of  treatment  I  am  about  to  explain.  I 
have  treated  of  this  subject  so  fully  in  my  book,  recently  pub- 
lished,entitled  "Voice  Building  andTone  Placing, '"that  I  merely 
wish  at  this  time  to  make  a  practical  demonstration  to  the  mem- 
bers of  this  society  of  the  method  employed,  and  ask  them  by 
their  own  experience  in  the  use  of  these  exercises  to  substanti- 
ate the  results  which  have  been  alleged  for  them. 

The  object  primarily,  is  to  make  the  cords  adopt  a  new 
method  of  vibration  in  respect  to  their  segmentation,  and  this 
is  accomplished  by  changing  the  color  or  overtone  effects.  To 
do  this,  we  must  cover  the  tone  and  make  the  initial  sounds 
seem  to  arise  from  the  resonators  of  the  face.  The  sound  made 
with  the  mouth  closed  and  commonly  written  "humph  "  illus- 
trates this  as  well  as  it  can  be  described  in  print.  Now,  in  the 
place  which  we  call  the  focus  of  this  sound  we  should  start  the 
purest  and  most  musical  note  we  are  able,  imitating  the  sound 
of  a  distant  steam -whistle,  preferably  on  c"  of  the  staff  for  a 
soprano  and  c'  for  a  tenor.  This  having  been  accomplished,  we 
strive  by  a  mental  effort  to  bring  this  tone  to  the  lips,  the  men- 
tal-tone picture  being  transformed  into  the  word  ma,  as  in  mah 
or  maw,  and  with  this  labial  tone  thought  dominant  the  lips 
should  be  separated  by  dropping  the  lower  jaw,  the  lips  not 
sharing  in  the  least  in  the  muscular  effort.  If  this  tone  has 
also  taken  possession  of  the  buccal  cavity— in  other  words,  if 
the  mouth  is  made  a  resonator,  and  the  tone  is  sufficiently  far 
forward — the  musical  note  or  hum  will  be'  greatly  accentuated 
by  opening  the  mouth  in  this  manner,  and  the  sound  will  ap- 
pear to  have  its  origin  upon  the  lips. 

There  is  a  very  good  test  which  may  be  applied  to  find  out 
if  this  tone  made,  as  I  have  explained,  is  correctly  poised.   This 
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is  ascertained  before  opening  the  mouth  by  simply  plucking  the 
lower  lip  with  the  finger,  and  if  the  vocal  poise  is  correct  the 
mouth  will  give  an  answering  tone  even  louder  than  the  initial 
hum,  which  is  all  the  while  going  on  in  the  nasal  resonators. 
This  nasal  hum  must  be  found  persistent  and  without  altera- 
tion in  timbre,  when  the  jaw  and  mouth  are  again  closed.  This 
represents  the  correct  focus  of  tone,  or  a  tone  fullest  in  its  com- 
plement of  harmonics  or  over-tones,  and,  consequently  richest 
in  musical  quality. 

Another  test  and  one  I  have  recently  devised  for  ascertain- 
ing the  correct  focus  of  any  tone  sung,  is  this:  In  singing  any 
note  in  a  song  where  our  ear  tells  us  the  tone  has  gone  back- 
ward from  the  lips  and  has  lost  its  full  resonance,  simply  place 
the  forefinger  between  the  lips,  touching  the  angles  of  the 
mouth,  and  rapidly  move  the  same  up  and  down.  If  the  tone 
is  correctly  produced  the  labial  vibrations  will  correspond  to 
the  impinging  of  the  finger  on  the  lips  respectively,  but  if  the 
tone  is  too  far  back  there  will  be  no  breaking  of  the  tone  by  the 
finger  into  labial  impulses  or  beats.  By  these  simple  means, 
which  are  verified  by  Koenig's  apparatus  for  tone  analysis,  in 
that  the  tones  produced  by  the  correct  poise  are  found  richer  in 
overtones  or  harmonics,  we  are  instantly  able  to  tell  our  pa- 
tients whether  they  are  singing  in  a  manner  to  injure  their 
cords  or  otherwise. 

These  simple  exercises,  explained  in  a  few  words,  repre- 
sent the  result  of  fifteen  years  of  the  closest  attention  to  the 
subject  of  tone-production,  carried  on  with  the  assistance  of 
some  of  the  most  distinguished  singers  and  teachers  of  to-day, 
and  I  think  they  represent  the  best  practical  outcome  of  the 
modern  schools  both  here  and  in  Europe. 

From  the  fact  that  persons  who  sing  with  this  poise  never 
have  nodules,  and  for  the  reason  that  persons  who  have  nodules 
are  cured  of  the  same  by  the  adoption  of  this  method  of  voice- 
production  without  the  employment  of  cutting-forceps  or  local 
applications,  may  I  not  claim  for  this  discovery  the  attention 
which  it  merits?  To-day  many  teachers  are  making  a  good 
living  as  reorganizers  of  ruined  voices  by  the  employment  of 
these  suggestions,  the  importance  of  which  as  curative  meth- 
ods laryngologists  are  slow  to  recognize.  I  will  simply  cite  a 
few  cases  which  will  give,  I  trust,  some  idea  of  the  results  of 
treatment. 

Case  I. — Miss  M.  T.  came  to  my  office  on  March  14,  1893. 
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She  had  left  me  eighteen  months  previously  and  had  gone  else- 
where for  medical  treatment,  having  refused  to  change  her 
method  of  singing,  upon  my  prediction  that  her  voice  would 
not  last  two  years  with  her  false  attack  and  poise.  Dr.  G.  H. 
Wynkoop  was  present,  also  Dr.  P.  E.  D.  Malcolm.  Patient 
said  she  had  been  assisted  to  sing  by  being  treated  beforehand 
with  a  solution  of  20  grains  to  the  ounce  of  silver-nitrate  solu- 
tion painted  on  the  cords,  but  sang  with  great  difficulty,  and 
was  obliged  to  allow  her  understudy  to  go  on  at  least  twice  a 
week.  The  nervous  strain  was  terrible  at  each  representation, 
until  finally  her  company  had  been  disbanded  and  she  was  in- 
tending to  sail  for  Europe  in  two  weeks.  She  expressed  her 
willingness  to  do  whatever  I  told  her  in  a  last  endeavor  to  re- 
store her  voice.  Her  cords  presented  the  appearance  shown  in 
the  drawing  (Fig.   i). 

Fii;.   T.  Fig.  2. 


I  sent  her  to  a  teacher  with  instructions  to  give  her  the  pre- 
viously described  exercises  upon  a  single  note,  the  only  one 
she  could  take  making  any  approximation  to  a  musical  sound. 
This  exercise  was  to  be  continued  a  few  times  every  fifteen 
minutes,  no  conversation  being  allowed,  and  all  wants  to  be 
communicated  by  writing  or  whispering  on  the  lips.  Mean- 
while the  diaphragmatic  breathing  with  raised  chest  was  insti- 
tuted. At  the  end  of  one  week  the  cords  presented  the  appear- 
ance shown  in  Fig.  2,  and  at  the  end  of  two  weeks  the  cords  were 
as  in  Fig.  3.  Seventeen  days  after  her  treatment  began  she  re- 
assembled her  company  and  appeared  in  fifty-four  consecutive 
performances,  chiefly  at  one-  and  two-night  stands,  at  the  end 
of  which  time,  having  conscientiously  practised  her  exercises, 
she  told  me  she  sang  with  greater  ease  than  she  had  done  for 
years.  This  popular  prima  donna  has  been  singing  in  London 
ever  since  with   great  success,  and  has  never  failed  on  New- 
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Year's  day  to  write  me  a  letter  of  warmest  gratitude  and  praise 
of  the  exercises  which  saved  her  voice.  I  had  an  opportunity 
while  in  London  last  year  of  examining'  her  cords  and  found 
them  to  be  in  excellent  condition,  a  slight  discoloration  indicat- 
ing the  previous  position  of  the  nodules,  but  otherwise  perfectly 
straight  and  healthy. 

Fig.  3.  Fig.  4. 


Case  II. — Fraulein  S.  came  to  me  from  Vienna  in  March, 
1895,  with  bulged  vocal  cords  and  nodules.  She  had  sung  her 
first  season  in  a  Wagnerian  repertoire.  She  had  lost  entirely 
her  piano  voice,  and  complained  of  an  inability  to  sing  her  me- 
dium register  with  any  certainty  either  of  pitch  or  resonance. 
Her  breathing  had  been  clavicular  and  her  attack  upon  the 
cords.  I  had  her  taught  the  inferior  costal  breathing  with 
fixed  high  chest,  and  gave  her  daily  exercises  for  a  month  upon 
the  arpeggios,  sung  as  I  have  shown  above;  at  the  end  of  which 
time  she  went  back  to  her  duties  with  a  perfectly  restored 
voice.  Her  brother,  who  has  just  returned  to  this  country, 
tells  me  she  is  constantly  singing  with  great  ease  the  heaviest 
roles  of  German  opera,  and  has  just  signed  a  three-years'  con- 
tract without  fear  of  any  recurrence  of  her  trouble. 

Case  III. — Madame  L.,  opera  singer,  of  Lyons,  came  to  me 
in  November  with  nodules  (Fig.  4).  She  had  been  advised  by 
a  well-known  foreign  laryngologist  to  submit  to  a  surgical 
operation  for  their  removal.  At  the  suggestion  of  a  distin- 
guished tenor,  who,  besides  his  operatic  skill,  is  an  expert  and 
most  observing  laryngologist,  she  offered  to  adapt  her  method 
of  singing  to  accord  with  my  theories.  Notwithstanding  her 
constant  and  arduous  work  at  the  Metropolitan  Opera- House 
the  past  season,  during  which  time  she  has  appeared  in  the 
leading  roles  of  the  heaviest  German  operas,  she  has  mastered 
the  method  of  singing  "in  the  mask,"  and  on  February  14th  I 
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was  able  to  show  her  that  her  nodules  had  entirely  disappeared, 
and  only  a  little  fleck  of  discoloration  remained  to  show  the  pre- 
vious location  of  the  growths. 

I  would  say  here  that  I  always  make  my  patients  view  their 
own  cords  in  order  to  keep  up  their  enthusiasm  while  working, 
and  to  make  them  verify  the  result  accomplished  from  week  to 
week.  I  might  give  scores  of  just  as  good  results  as  those  men- 
tioned above,  but  prefer  to  leave  the  question  at  this  stage  for 
discussion  and  explanation. 
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BY  L.   C.   CLINE,   M.D. 


I  think  the  following  case  is  of  sufficient  interest  to  ask  your 
indulgence  to  a  brief  report  as  it  demonstrates  the  necessity  of 
a  more  careful  examination  of  what  is  often  considered  a  trivial 
injury  to  the  nose. 

Three  years  ago  I  had  under  my  care  a  girl  twelve  years  old 
whom  I  was  treating  for  a  mucopurulent  discharge  from  the 
nose  which  was  due  to  a  boggy  condition  of  the  turbinates  and 
adenoids  in  the  nasopharynx.  After  several  weeks  of  treat- 
ment I  discharged  the  case  in  a  fairly  good  condition.  The 
nasal  septum  was  straight  and  in  a  normal  condition. 

Seven  months  after  her  discharge  her  mother  called  at  my 
office  and  stated  that  she  would  have  to  bring  her  daughter 
back  for  more  treatment  as  soon  as  she  was  able  to  come  out, 
as  she  was  just  recovering  from  a  severe  attack  of  typhoid 
fever. 

On  inquiry  I  found  that  just  before  being  taken  sick  she,  with 
some  other  children,  were  playing  in  the  haymow  from  which 
she  fell,  striking  her  nose  against  the  sharp  corner  of  a  post. 
Great  pain  and  quite  a  severe  hemorrhage  ensued. 

The  next  day  the  family  physician  was  called,  who  was  an 
irregular.  He  at  once  pronounced  it  a  well-marked  case  of 
typhoid  fever  and  proceeded  to  apply  his  great  knowledge  and 
skill  by  calling  twice  a  day,  and  had  finally  about  brought  her 
through  safely. 
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A  few  days  later  the  girl  was  brought  to  my  office  present- 
ing a  pale,  septic  appearance,  with  mouth  breathing.  On  look- 
ing into  her  nose  I  found  a  puffy,  swollen  condition  of  both  sides 
of  the  septum  bathed  in  pus.  On  pressure  the  pus  flowed  back 
over  the  palate.  The  cartilaginous  portion  of  the  septum  was 
crushed  and  folded  on  itself  and  crowded  down  into  the  right 
side,  which  necessitated  an  operation  to  straighten  it  after  drain- 
ing and  relieving  the  abscess.  This  is  one  of  three  cases  of 
abscess  and  deformity  of  the  nasal  septum  that  have  come  under 
my  observation,  due  to  injuries  that  might  have  been  prevented 
had  they  received  the  proper  attention  at  the  time  of  injury. 
The  so-called  case  of  typhoid  fever  was  a  case,  pure  and  sim- 
ple, of  septic  fever  following  traumatism. 

When  an  abscess  follows  traumatism  the  first  stage  is  an 
effusion  of  blood  beneath  the  mucous  membrane  of  the  cartilag- 
inous portion  of  the  septum.  In  turn  the  blood  becomes  in- 
fected through  the  abrasions  with  pyogenic  micro-organisms. 
Pus  is  formed  and  burrows  beneath  the  membrane  and  may 
involve  the  entire  septum  before  finding  an  exit,  as  in  the 
above  case.  As  a  rule  the  abscess  involves  only  the  cartilaginous 
portion  of  the  septum. 
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INJURY   TO    INFERIOR   AND    MIDDLE    TURBINALS 
IN  OPERATION  FOR  DEVIATED  SEPTUM. 


REPORT  OF  TWO  CASES, 


J.    A.   STUCKY,   M.D. 


Having  had  unfavorable  results  in  several  cases  in  which  I 
used  the  Asch  tube  in  operating  for  correction  of  deviation  of 
the  nasal  septum,  and  having  seen  three  cases  in  which  serious 
results  followed  the  use  of  the  tube,  on  account  of  injury  to  the 
inferior  and  middle  turbinate  bodies,  I  am  lead  to  suggest  a 
word  of  caution  and  submit  the  following  cases  in  justification 
of  calling  your  attention  to  this  matter. 

I  do  not  desire  to  be  understood  as  decrying  or  in  any  way 
underrating  the  efficacy  of  Dr.  Asch's  operation  and  the  use  of 
his  valuable  tubular  splints,  but  to  emphasize  the  fact  that  the 
operation  as  suggested  by  him  is  not  an  easy  one  to  perform,  and 
should  be  undertaken  only  after  careful  study  of  each  case,  and 
that  the  number  of  these  cases  suitable  for  the  use  of  the  tubu- 
lar splint  is  much  more  limited  than  is  generally  supposed. 

Where  the  septum  is  so  deviated  as  to  impinge  upon  the 
turbinate  or  adhere  thereto,  I  believe  it  safer  to  use  a  tissue- 
knife  or  dull  probe-pointed  bistoury  to  separate  these  adhe- 
sions, rather  than  the  curved  gouge.  The  "  bayonet-pointed  " 
and  "  beaked  "  nasal-septum  knives  are  much  easier  and  more 
satisfactorily  used  than  the  septal  scissors.  With  the  latter  it 
is  frequently  a  very  difficult,  if  not  impossible  task,  to  insert 
them  in  a  case  of  marked  deviation  without  injury  to  the  turbi- 
nate or  outer  wall  of  the  nasal  cavity. 

The  following  marked  and  typical  cases  of  deviation  of  the 
nasal  septum  to  the  right,  I  saw  before  and  after  the  Asch 
operation  had  been  performed,  and  the  operations  in  each  case 
were  done  by  a  skilful  and  experienced  rhinologist.  I  report 
briefly  the  condition  several  months  after  the  operation : 

Case  I.— Male,  age  twenty-one.  Present  condition:  Septum 
fairly  straight ;  marked  hy perchondrosis  anteriorly ;  complains  of 
stuffy,  full  feeling  in  nose  and  over  antrum,  and  noises  in  right 
ear.    Inferior  turbinate  fractured  and  bound  down  by  adhesions 
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to  floor  of  cavity,  completely  obliterating  the  meatus.  Middle 
turbinate  tilted  upward  till  it  pressed  against  the  septum  and 
and  undergoing  polypoid  degeneration  (as  will  be  seen  in  speci- 
men). He  states  he  wore  the  Asch  tube  five  weeks,  and  at  this 
time,  six  months  after  the  operation,  feels  worse  than  before 
operated  upon.  The  indications  for  treatment  in  th  s  case  were 
plain,  and  I  simply  refer  to  them  without  comment.  A  turbi- 
nectomy  was  done  upon  the  middle  turbinate,  and  nearly  the 
entire  inferior  turbinate  removed  and  the  meatus  curetted  of 
much  granular  tissue.  The  hyperchondrosis  was  removed  with 
the  bistoury.  The  patient  was  entirely  relieved  in  a  few  days, 
and  remains  so  to  this  day,  thirteen  months  after  the  first  oper- 
ation. 

Case  II. — Male,  age  twenty-seven.  Present  condition:  Sep- 
tum slightly  deviated  to  the  left,  the  deformity  being  over-cor- 
rected, not  enough  to  seriously  impede  respiration.  Inferior 
turbinate  bent  (not  fractured)  and  adherent  to  the  floor  of  the 
cavity — the  meatus  almost  occluded.  The  middle  turbinate 
was  fractured  and  freely  movable  with  the  probe.  This  case  I 
saw  two  weeks  after  the  operation  and  both  inferior  and  middle 
turbinals  showed  plainly  the  effects  of  traumatism.  The  ad- 
herent inferior  turbinate  was  freed  with  the  scissors  and  probe, 
and  ten  per  cent,  chromic  acid  applied  to  the  swollen  tissue. 
The  fractured  portion  of  the  middle  turbinate  was  removed 
with  the  cold  snare,  and  a  grooved  vulcanized  nasal  splint  sub- 
stituted for  the  Asch  tube.  This  case  also  made  an  uninter- 
rupted recovery. 

In  neither  of  these  cases  was  there  any  evidence  of  injury  or 
disease  of  the  turbinals  before  the  operation.  Whether  the  in- 
juries were  inflicted  with  the  curved  gouge,  scissors,  or  forceps 
(Asch's)  cannot  be  positively  stated,  but  my  conviction  is,  it 
was  done  by  the  tube,  which  I  think  is  too  short,  too  wide,  and 
too  large  at  the  external  opening.  In  selectfed  cases  with  large 
roomy  nose  the  Asch  tube  has  given  beautiful  results,  but  with 
a  patient  under  an  anesthetic,  bleeding  profusely,  and  choking 
with  blood,  the  operator  in  a  hurry  to  relieve  him,  it  is  a  very 
easy  matter  to  exert  a  little  too  much  pressure  in  inserting  the 
tube  and  in  some  cases  easy  to  push  it  into  the  wrong  place 
(the  middle  meatus),  thus  seriously  injuring  both  turbinates. 
The  splints  that  have  given  me  the  best  results  are  those  made 
of  vulcanized  or  dental  rubber  (half  tube  or  grooved),  wide  at 
bottom,  narrow  at  top,  external  end  a  little  larger  than  inter- 
nal.     I  submit  them  for  examination. 


Some  Reflections  on  the  Lingual  Tonsil.  105 


paper: 
SOME    REFLECTIONS    ON    THE    LINGUAL   TONSIL. 


BY  F.    J.   QUINLAN,   M.D. 


We  are  aware  that  the  Ungual  tonsil  is  subject  to  the  same 
inflammatory  changes  as  those  masses  of  faucial  and  pharyn- 
geal lymphoid  tissue  that  abound  in  the  upper  air-tract.  Now 
we  must  also  include  in  this  brief  paper  that  condition  of  lingual 
varix  so  intimately  connected  with  the  subject  under  discussion. 
The  study  of  this  tonsil  has  been  so  ably  exhausted  by  Dr. 
Stucke  in  a  recent  article  in  the  Laryngoscope  that  is  with  much 
hesitation  that  I  would  detain  you  with  a  few  brief  sentences 
on  a  subject  of  great  pathological  importance. 

The  varying  expressions  by  recent  contributors  to  this 
special  subject  have  forced  me  to  a  line  of  thought  that  may 
not  be  in  accord  with  many  of  those  assembled  here  to- 
night, but  the  writer  may  be  pardoned  if  in  expressing  his  views 
it  will  force  us  to  give  more  attention  to  a  subject  that  is  fre- 
quently overlooked  even  by  experts. 

That  this  condition  of  the  lingual  pharynx  is  a  source  of  many 
distressing  symptoms  has  been  ably  attested  by  such  writers  as 
Roe,  Robinson,  Chappelle,  Gleitzmann,  and  others,  and  many 
case's  of  distressing  cough  and  spasm  of  the  glottis  have  been  di- 
rectly traced  to  this  morbid  phenomenon. 

Stoerck  was  the  first  to  emphasize  this  source  of  irritation 
at  the  base  of  the  tongue  and  to  dilate  fully  upon  its  many  re- 
flex disturbances. 

In  hypertrophy  of  this  tonsil  we  meet  with  those  varieties 
of  inflammation  so  frequently  seen  where  congestion  and  hyper- 
plasia enter  very  intimately  into  the  factors  of  these  proliferat- 
ing products. 

Swayne  in  his  observation  of  nearly  100  cases,  points  out 
many  interesting  conditions  seen  in  the  different  forms  of  this 
lymphoid  inflammation.  His  recent  contributions  to  the  acute 
stage  of  the  disease,  remind  us  that  many  alarming  and  even 
grave  symptoms  may  accompany  its  acute  inflammation,  and 
that  these  excrescences  undergo  acute  and  subacute  changes, 
thereby  rendering  many  individuals  decidedly  susceptible  to 
subsequent  attacks. 
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It  is  strange  the  text-books  give  such  castial  mention  of  this 
ver}''  common,  and  I  may  add,  very  interesting  condition  of  the 
upper  air-tract.  The  various  contributors  to  our  special  liter- 
ature have  given  us  only  succinct  results  of  their  observations, 
and  it  has  led  many  of  us  to  investigate  the  physiology,  as  well 
as  the  minute  anatomy  of  the  glands  of  this  region.  Much 
speculation  has  been  advanced  regarding  the  function  of  this 
lymphoid  mass,  but  certainly  the  wise  provision  of  such  tissue 
at  the  entrance  of  respiration  and  alimentation  force  us  to  ad- 
mit that  some  special  function  follows  its  presence  in  the  econ- 
omy ot  this  very  important  area. 

According  to  Lennox  Browne  the  throat  is  studded  with  two 
sets  of  glands,  namely:  acinus  and  lymphatic.  The  former 
have  a  special  lubricating  action,  while  the  function  of  the 
latter  is  a  subject  of  speculation.  The  collection  of  these 
masses  form  tonsillar  tissue,  which  abounds  in  the  vault  of  the 
pharynx,  the  faucial  folds  about  the  tubes,  as  well  as  minutely 
studding  the  base  of  the  tongue,  and  forming  the  lymphoid 
zone,  or  anatomically  speaking  "  Waldemeyer's  ring."  Al- 
though these  structures  have  always  been  considered  of  clinical 
importance,  it  is  within  a  few  years  that  we  regarded  them 
with  much  attention. 

,  Hill  has  found  that  the  tonsils,  whilst  receiving  the  prod- 
ucts of  respiration  through  the  lymphatics  of  neighboring 
mucous  membranes,  are  to  be  regarded,  on  the  whole,  as  se- 
creters  of  leucocytes.  These  leucocytes  are  considered  as 
scavangers,  devouring  germs,  and  playing  an  important  role 
in  amylotic  digestion.  Much  discussion  has  been  raised  re- 
garding the  structure  of  these  tonsillar  bodies,  Wingrave  de- 
claring that,  although  they  are  clusters  of  lymphoid  tissues, 
nevertheless,  they  contain  crypts  or  lacunae,  and  are  lined  with 
columnar  ciliated  epithelium ;  Dundas  Grant,  and  others,  con- 
tending that  these  ciliated  crypts  have  never  been  previously 
noticed,  as  they  are  confined  to  the  lingual  tonsil  only,  and 
maintain  that  they  show  a  persistence  of  a  prenatal  condition. 
Kollicker  describes  them  as  scattered  glands  forming  a  part  of 
the  lymphoid  ring  that  encircles  the  upper  air-tract,  but  lays 
special  stress  upon  the  great  plexus  of  veins  that  are  interlaced 
within  their  meshes.  Cohen  of  Philadelphia  objects  to  the 
term  "  tonsil  "  as  applied  to  this  lymphoid  aggregation.  He 
thinks  the  word  "tonsil"  should  be  confined  to  the  faucial 
masses  only.     These  growths  are   found   at   times  to  be  suffi- 
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cicntly  large  to  encroach  upon  the  epiglottis  and  frequently 
cause  that  condition  known  as  "imprisonment  of  the  glottis," 
thereby  creating  irritation  and  cough  by  such  contact. 

Mention  has  been  made  of  the  marked  vascularity  of  these 
parts.  At  times  the  distension  of  these  veins  has  been  suffi- 
ciently great  to  cause  more  or  less  venous  leaking,  so  that  the 
term  "throat  piles  "has  been  justly  applied  to  this  condition 
by  Lennox  Browne.  Dickson  considers  these  varices  diagnostic 
of  thrombotic  and  hemorrhagic  lesions  of  the  brain  and  indi- 
cating, in  some  instances,  marked  cardiac  weakness.  Diabetes 
has  been  found  to  be  frequently  associated  with  these  vascular 
enlargements.  These  lymphoid  growths  may  attain  sufficient 
size  to  keep  up  continued  irritation  in  the  larynx,  causing 
great  discomfort  not  only  to  the  patient  but  much  annoyance 
to  those  about  him. 

Asymmetry  of  the  epiglottis  has  been  shown  by  Rice  to  be 
a  factor  of  some  importance  in  many  of  his  cases.  Many  of 
these  patients  are  decidedly  susceptible  to  the  presence  of  these 
growths,  whilst  in  others  apparently  no  annoyance  is  experi- 
enced by  their  presence. 

The  lymphatic  habit  is  regarded  by  Bosworth  and  others  as 
the  cause  of  these  hypertrophies,  and  this  is  frequently  seen  in 
families  where  members  have  marked  enlargement  of  the 
pharyngeal  and  faucial  tonsils.  These  growths  vary  in  consist- 
ency. In  some  they  are  even  hard,  tough,  and  erectile,  this 
is  due  to  the  amount  of  connective  tissue  present  in  the  stroma 
of  the  glands;  in  others  they  are  soft  and  almost  friable,  simi- 
lar to  the  soft  adenoids  so  frequently  seen  in  the  pharyngeal 
vaults  of  strumous  children. 

Many  observers  attribute  errors  of  digestion  as  important 
etiological  factors,  especially  when  such  are  associated  with  the 
lithemic,  rheumatic,  or  gouty  diatheses.  The  continual  drop- 
ping of  mucopurulent  secretions  from  the  postnasal  space  is 
liable  to  set  up  an  infective  inflammation  that  undoubtedly 
brings  marked  changes  in  these  glandular  masses.  Mouth- 
breathing,  due  to  postnasal  or  intranasal  obstructions,  is  apt 
at  times ^to  cause  inflammatory  changes  not  only  in  the  faucial 
tonsils  but  also  by  congesting  this  vast  plexus  of  vessels  at  the 
base  of  the  tongue.  Elongation  of  the  uvula  may  contribute 
its  source  of  irritation  by  contact,  especially  when  it  invades 
the  interior  of  the  laryi.x,  and  cough  and  spasm  are  often  ex- 
cited by  its  presence.     We  find  the  same  causes  acting  as  fac- 
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tors  in  the  production  of  these  hypertrophies  as  those  exciting 
pharyngeal  and  faucial  enlargement.  French  observers  have 
led  us  to  believe  that  in  many  instances  dental  and  buccal  dis- 
ease may  enter  largely  into  the  etiology  of  this  morbid  condi- 
tion ;  Brown  again  observing  that  the  secretions  of  the  mouth 
may  be  contaminated  by  micro-organisms  in  combination  with 
the  rheumatic  and  other  diatheses,  thus  greatly  intensifying 
the  original  affection. 

It  is  regarded  by  most  observers  that  undue  congestion  may 
be  produced  by  partaking  of  liquids  and  foods  whose  pungency 
is  apt  to  cause  irritation  of  the  glandular  masses  within  the 
buccal  cavity. 

Hill  regards  the  factors  of  this  inflammation  to  be  extrinsic 
or  intrinsic.  The  former,  usually  speaking,  are  microbic  in- 
fluences affecting  the  contents  of  the  mouth,  whilst  the  intrinsic 
influences,  associated  with  some  of  the  diatheses  above  men- 
tioned, are  those  in  which  the  buccal  secretion  contains  special 
irritative  products. 

Bacteriologists  regard  the  oral  cavity  as  a  gathering  place 
for  myriads  of  pathogenic  germs,  and  tell  us  that  many  dis- 
eases, if  traced  to  their  source,  will  be  found  to  originate  in  the 
mouth  as  well  as  the  upper  air-passages. 

Lewis  has  advised  the  examinations  of  these  tissues  when 
associated  with  goitre,  especially  when  the  symptoms  of  pres- 
sure outweigh  the  size  of  the  external  growth.  I  have  seen  in 
the  past  nine  months  two  cases  of  tertiary  swelling  in  this 
fossa,  which  gave  rise  to  many  distressing  symptoms  whilst 
the  growths  were  active;  although  the  history  of  advanced 
syphilis  in  this  locality  is  rare,  the  question  of  diagnosis  was  at 
once  confirmed  by  the  rapid  elimination  of  these  tumors  by 
antispecific  treatment.  Exanthemata  have  been  in  some  few 
instances  the  exciting  causes  of  this  disease.  This  sensitive 
area  may  be  greatly  disturbed  and  inflammatory  attacks  excited 
by  acute  faucial  and  pharyngeal  inflammation. 

Sex  plays  a  very  important  role  in  this  affection.  By  far 
the  largest  number  of  cases  are  females,  although  Seibert's  ob- 
servations are  to  the  contrary.  Observers  state  that  about 
sixty-six  per  cent,  of  the  entire  number  of  cases  seen  were 
women.  In  them  the  disease,  as  before  mentioned,  seems  to 
alSliate  with  menstrual  irregularities,  as  well  as  the  many  de- 
pressing conditions  incident  to  the  menopause.  The  symp- 
toms may  vary  from  an  ordinary  sense  of    fulness  to  a  degree 
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of  suffocation.  Thrasher  reports  a  case  in  which  the  growth 
was  the  size  of  an  English  walnut,  and  in  shape  and  structure 
identical  with  the  faucial  tonsil.  The  patient  had  much  diffi- 
culty in  swallowing",  and  this  physician  concludes  by  empha- 
sizing the  marked  indistinctness  of  speech  and  painful  deglu- 
tition experienced  by  the  victim.  In  Boylan's  patient  the 
dysphonia  was  a  very  troublesome  symptom,  as  the  size  of  the 
growth  was  so  large  that  a  view  of  the  epiglottis  was  impossible 
and  only  the  tips  of  the  arytenoids  could  be  seen  by  the  laryn- 
goscopic  mirror. 

Glottic  spasm  and  pharyngeal  tenesmus  are  mentioned  in 
some  instances  as  symptoms  worthy  of  our  attention.  These 
conditions  arise  from  the  imprisonment  of  the  epiglottis  by 
masses  of  tissue,  which  attain  at  times  so  large  a  size  as  to  in- 
terfere with  phonation,  respiration,  and  even  deglutition  itself. 
Many  of  the  symptoms  are  decidedly  subjective,  the  patient 
complaining  of  a  sensation  of  a  foreign  body  in  the  throat,  fa- 
tigue upon  a  prolonged  use  of  the  voice,  huskiness,  and  even 
aphonia.  The  latter  is  especially  noticed  among  singers  and 
speakers,  or  those  required  to  use  their  voice  when  suffering 
from  cold  or  other  inflammatory  affections  of  the  throat.  The 
sense  of  straining  in  this  class  of  patients  is  particularly  evident 
to  the  acute  observer,  and  it  is  only  for  a  short  time  that  these 
persons  can  sing  or  speak  without  showing  signs  of  vocal  fa- 
tigue. The  use  of  the  voice  under  such  conditions  is  apt  to 
bring  about  mischief  that  cannot  easily  be  repaired,  as  many 
serious  and  grave  conditions  of  the  larynx  might  follow  such 
vigorous  strain  upon  the  laryngeal  muscles. 

Movements  of  the  tongue  may  frequently  be  accompanied 
by  a  sensation  of  stiffness  and  discomfort. so  that  nervous  pa- 
tients will  refrain  from  speaking  or  eating,  as  such  efforts  are 
followed  by  more  or  less  pain.  A  case  of  asthma  has  been  re- 
ported by  Casadeus  as  cured  by  medication  to  this  lymphoid 
hypertrophy. 

Nasopharjmgeal  disorders  are  frequently  associated  with 
this  affection.  Obstructions  of  the  nose,  whether  of  a  bony, 
cartilaginous,  or  membranous  character,  are  apt  to  impair  or 
diminish  nasal  resonance,  thereby  imposing  upon  the  pharyn- 
geal and  laryngeal  muscles  extra  strain,  resulting  in  compen- 
satory congestion  or  hypertrophy.  In  neurotic  individuals 
much  complaint  is  made  as  a  result  of  these  morbid  deposits. 
Marked  uneasiness  is  felt  by  the  patients  and  there  is  a  fear  at 
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times  of  impending  suffocation.  This  is  especially  experienced 
by  many  of  the  so-called  hysterical  women  and  it  is  the  opinion 
of  many  that  some  of  our  cases  of  hystericus  globus  could  be 
greatly  relieved  by  medication  to  this  sensitive  space. 

Roe  of  Rochester  makes  the  statement  that  cough  without 
expectoration  is  always  due  to  nasal  or  laryngeal  irritation,  and 
it  is  the  experience  of  the  writer  that  many  of  the  so-called 
cases  of  "winter  cough"  are  indirectly  due  to  the  presence  of 
these  tonsillar  bodies.  Sir  Andrew  Clark  called  attention  to  a 
peculiar  cough  of  puberty.  He  terms  it  the  "dry,  barking, 
metallic,  and  useless  cough,"  and  it  is  this  class  of  cases  that 
stimulating  expectorants  irritate  instead  of  accomplishing  the 
purposes  for  which  they  were  intended. 

In  the  rheumatic  cases  we  frequently  have  marked  tender- 
ness over  the  thyroid  plates;  this  symptom  is  at  times  a  valu- 
able aid  to  the  diagnosis  of  this  obscure  condition.  Pressure 
at  this  point  will  elicit  extreme  pain  in  some  few  instances. 
Many  of  the  symptoms  are  most  marked  at  night,  probably  due 
to  the  recumbent  position,  which  forces  the  tongue  against  the 
anterior  wall  of  the  larynx  as  well  as  constricting  the  return  of 
venous  blood. 

Allen  calls  attention  to  the  favorable  site  of  this  gland  for 
syphilitic  infection,  and  has  found  women  to  be  the  principal 
subjects;  other  authors  have  mentioned  this  tonsil  to  be  the 
seat  of  pnmary  infection  in  some  few  cases. 

Tinnitis  aurium  is  experienced  by  some  individuals,  whilst 
radiating  neuralgic  pains  toward  the  ears  are  complained  of 
by  others.  This  is  easily  explained,  as  the  fibers  of  the  auricu- 
lar branch  of  the  pneumogastric  nerve  accompany  these  struc- 
tures from  the  epiglottis  to  the  Eustachian  tube,  these  suf- 
ferers have  often  been  termed  hysterical,  whilst  in  reality  the 
pathological  product  was  overlooked.  Many  patients  of  this 
class  hesitate  to  seek  treatment,  fearing  lest  they  should  be  con- 
sidered hypochondriacs.  Singers  are  especially  prone  to  this 
disease.  Certain  tones  are  sung  with  much  difficulty  and  the 
patient  is  in  constant  dread  of  breaking — a  condition  brought 
about  by  undue  laryngeal  strain  as  a  result  of  pressure  or  con- 
tact of  the  epiglottis  with  the  base  of  the  tongue.  In  this  class 
of  cases  the  timbre  of  the  voice  is  diminished,  its  resonance 
altered,  and  marked  changes  are  effected  in  its  pitch  and  in- 
tensity. Many  of  these  symptoms  are  due  to  the  limited  move- 
ments of  the  epiglottis,  as  this  valve-shaped   projection  enters 
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largely  into  the  formation  and  modification  of  voice-production. 
The  diagnosis  of  this  affection  is  rendered  easy  by  the  laryngo- 
scopic  mirror,  Tompkins  of  Virginia  lays  special  stress  upon 
examinations  being  made  with  the  tongue  in  the  natural 
position,  the  depressor  is  often  of  great  service  in  mapping 
out  the  amount  of  contact;  we  must,  however,  make  exten- 
sion in  order  to  determine  the  extent  of  tissue  present;  the 
most  careful  consideration  entertained  to  exclude  various  neo- 
plasms, especially  the  angina  of  Ludavici,  aneurisms,  gummata, 
and  the  different  forms  of  mycosis,  as  the  latter  affections  are 
apt  to  strongly  affiliate  themselves  with  these  proliferating 
bodies.  In  the  mild  cases,  painting  the  lingual  tonsil  with 
weak  solutions  of  iodin,  zinc,  and  silver  will  modify,  if  not  at 
times  serve  to  control,  many  of  the  symptoms,  especially  if 
these  local  applications  are  accompanied  by  the  administration 
of  tonics  and  alteratives.  In  the  more  exaggerated  forms, 
however,  the  application  of  the  cautery,  the  knife,  the  snare,  is 
deemed  imperative  by  those  having  extensive  experience  in 
this  class  of  cases.  The  different  caustic  acids  aid  in  some  few 
instances  and  may  bring  about  excellent  results.  In  the  large 
proliferating  and  erectile  masses  the  snare  can  be  used  with 
advantage;  antiseptic  compounds  of  boric  acid  and  listerine, 
if  diseases  of  the  teeth  or  gums  exist,  as  well  as  menthol 
preparations  in  oil  for  the  relief  of  many  of  these  conditions. 
The  removal  of  faucial  and  pharyngeal  hypertrophies,  as  well 
as  medication  of  the  nares,  will  undoubtedly  correct  many 
of  the  aggravating  symptoms.  Granular  pharyngitis  is  fre- 
quently found  to  accompany  these  tufts  of  lymphoid  tissue  and 
the  treatment  of  these  lateral  masses  in  the  oropharynx  is 
deemed  equally  important.  Kronenberg,  in  discussing  the  sub- 
ject, says  that  sufficient  attention  is  not  paid  to  the  coexistence 
of  these  growths  with  syphilis,  scrofula,  neurasthenia,  and 
chlorosis.  Internal  medication  in  suitable  cases  is  deemed  ad- 
visable, if  the  gouty  or  rheumatic  diathesis  is  found  to  coexist 
the  correction  of  the  conditions  will  greatly  relieve  much  of  the 
distress  accompanying  the  disease.  The  preparations  of  sali- 
cylic acid  are  warmly  advocated  by  Continental  writers  and 
large  doses  are  urged  by  the  followers  of  this  line  of  treatment. 
Salol  has  its  preference  for  some  in  correcting  not  only  the 
rheumatic  but  also  the  dyspeptic  conditions  that  so  frequently 
accompany  these  phenomena. 

The  surgical  treatment  of  this  condition  seems  to  have  more 
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weight  with  the  majority  of  our  confreres  than  losing  time  by 
the  so-called  internal  medication.  As  was  stated  a  few  mo- 
ments ago,  the  cautery  seems  to  be  the  special  weapon  to  com- 
bat these  irritable  excrescences,  but  it  is  the  opinion  of  the 
writer  that  much  mischief  may  be  occasioned  by  the  injudi- 
cious use  of  this  favorite  agent,  many  painful  cicatrices  have 
been  noticed  after  this  method  of  treatment  and  it  is  a  grave 
question  whether  mutilations  by  the  galvanocautery  or  other 
such  heroic  agents  do  not  predispose  susceptible  patients  to 
malignant  disease;  we  all  know  that  slight  irritation,  if  con- 
tinued for  a  number  of  years,  is  apt  to  induce  in  certain  indi- 
viduals low  and  typical  grades  of  inflammation,  and  we  feel 
that  a  note  of  warning  should  be  sounded  against  the  too  fre- 
quent mutilations  of  this  very  delicate,  and  I  need  not  add, 
very  sensitive  surface. 

The  knife  would  seem  to  many  of  us  a  rather  unsuitable 
and  apparently  dangerous  method  of  attacking  these  offending 
tissues,  but  it  is  really  a  surgical  and  scientific  procedure,  and 
it  has  been  the  custom  of  many  in  the  treatment  of  this  class 
of  cases  to  prefer  it  to  all  other  agents.  A  clean-cut,  well- 
defined  excision  of  these  parts,  avoids  in  the  majorit)^  of  in- 
stances, many  of  the  annoying  reactions  that  are  so  apt  to  fol- 
low other  lines  of  treatment.  Some  slight  soreness,  of  course,  is 
apt  to  follow  any  wound,  especially  of  such  a  sensitive  surface 
as  the  one  under  discussion,  but  the  symptoms  pass  away  in 
twenty-four  hours,  when  the  patient  is  himself  again,  with  none 
of  the  angry  or  distressing  sequelae  so  frequently  following  cau- 
terization of  these  active  parts. 

The  question  of  hemorrhage  after  operations  of  this  char- 
acter is  apt  to  cause  us  some  reflections,  but  in  only  one  in- 
stance has  the  speaker  observed  anything  that  partook  of  a 
serious  bleeding.  Great  care,  however,  should  be  exercised  in 
operating  on  these  tufts,  as  many  large  veins  encircle  the  base 
of  these  follicles,  and  the  wounding  of  these  vessels  would  make 
patient  and  attendant  extremely  uncomfortable. 

The  epiglottis  in  cutting  operations  is  apt  to  be  saved  the 
irritation  caused  by  chemical  caustics,  the  galvano  or  thermal 
cautery.  I  have  seen  two  serious  cases  of  edema  glottidis, 
caused  by  the  application  of  caustics  to  this  zone.  Synechia 
following  the  galvanocautery  has  been  noticed  between  the 
epiglottis  and  the  base  of  the  tongue  in  some  instances,  which 
only  greatly  intensified  the  former  symptoms.     Faulty  methods 
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of  speech  and  song,  if  found  to  exist,  should  be  treated  by  suit- 
able measures,  and  a  speedy  correction  of  these  conditions  will 
follow. 

The  writer  is  mindful  in  reviewing  so  vast  a  subject  as  the 
one  just  considered,  that  many  details  of  great  interest  have 
been  omitted,  but  it  is  the  object,  within  the  time  limited,  not 
only  to  emphasize  some  facts  relating  to  this  subject,  but  also 
call  to  your  minds  conditions  so  frequently  overlooked,  and  of 
such  vast  importance  to  those  engaged  in  special  medicine.  It 
is  hoped,  however,  that  some  subsequent  writers  may  draw 
aside  the  curtain  of  speculation  from  many  of  the  obscure 
pathological  conditions  that  have  given  rise  to  so  much  conjec- 
ture, as  the  subject  of  Hypertrophy  of  the  Lingual  Tonsil. 


paper: 
THE    SURGERY   OF   THE    FAUCIAL    TONSIL. 


BY  G.    HUDSON  MAKUEN,   M.D, 


It  has  long  been  my  belief  that  the  faucial  tonsil  does  not 
receive  the  careful  attention  which  it  deserves  even  at  the 
hands  of  the  specialist. 

There  are  two  conditions  of  the  tonsil  which  should  be  re- 
garded as  pathological  and  dangerous  to  the  general  health  of 
the  patient:  (i)  The  enlarged  or  hypertrophied  condition,  so 
common  in  children.  (2)  The  later  stage  of  this  same  condition, 
known  as  the  atrophied  tonsil.  Just  how  large  the  tonsil  may 
become  before  it  has  entered  into  what  may  be  called  the  clinical 
state  is  a  question  concerning  which  there  is  great  difference 
of  opinion.  There  are  those  who  assert  that  it  should  not  pro- 
ject beyond  the  palatoglossal  fold,  while  others  afifirm  that  it 
need  not  be  interfered  with  unless  it  impede  respiration.  I 
agree  entirely  with  those  who  hold  the  former  view.  Moreover, 
the  faucial  tonsil,  however  large  it  may  be,  does  not  as  a  rule, 
interfere  materially  with  respiration  except  when  the  naso- 
pharynx is  also  filled  with  lymphoid  tissue,  as  is  so  often  the 
case,  and  mouth-breathing  becomes  necessary. 

But  the  hypertrophied  tonsil  is  harmful  in  other  ways.  The 
mechanical  pressure  upon  the  neighboring  structures  tends  to 
keep  the  fauces  in  a  constant  state  of  irritation  and  congestion, 
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with  a  concomitant  hypersecretion  of  mucus,  which  it  is  difficult 
for  the  patient  to  clear  away  owing  to  the  unnatural  inactivity 
of  the  surrounding  parts.  The  palatal  and  pharyngeal  muscles 
are  sluggish  and  undeveloped,  because  they  have  not  sufficient 
room  to  functionate,  and  the  secretions  of  the  congested  tonsils 
and  mucous  membrane  which  ordinarily  would  be  hawked  away 
are  left  adherent  to  the  pharyngeal  walls,  and  they  too  often 
find  their  way  into  the  larynx  and  trachea  and  even  into  the 
bronchi.  Who  of  us  has  not  seen  this  layer  of  mucus  extending 
down  into  the  trachea  as  far  as  the  laryngoscopic  eye  can  reach; 
and  who  of  us  is  not  familiar  with  the  serious  bronchial  symp- 
toms which  result  from  this  condition?  Congestion  of  the  fauces 
is  accompanied  by  the  exudation  of  inflammatory  products  and 
the  formation  of  fibrous  adhesions  between  the  tonsil  and 
the  pillars  both  anteriorly  and  posteriorly.  These  adhesions 
usually  take  place  between  the  inner  free  edges  of  the  pillars 
and  the  tonsil,  because  the  mechanical  pressure  is  stronger  at 
this  point  and  because  abrasions  of  the  mucous  membrane  are 
more  frequent  here  than  in  the  deeper  and  more  protected 
structures.  They  sometimes  result  in  the  formation  of  closed 
sacs,  but  more  often  an  opening  will  be  found  well  up  toward 
the  junction  of  the  anterior  with  the  posterior  pillar  leading 
down  into  a  pocket  an  inch  or  an  inch  and  a  half  in  depth,  and  in 
this  pocket  will  be  tound  the  foul,  pent-up  secretions  of  the 
tonsil  admixed  with  particles  of  food  which  have  been  forced  in 
through  the  opening  during  mastication  and  deglutition.  We 
can  scarcely  conceive  of  a  more  veritable  hot-bed  of  infection 
than  is  this  pocket.  The  only  avenue  of  escape  for  these  de- 
composed concretions  is  upward  through  the  constricted  open- 
ing, and  should  this  become  obliterated  acute  tonsillar  inflam- 
mation with  all  its  train  of  painful  symptoms  will  surely  follow. 
If  these  secretions  are  pent  up  in  the  crypts  of  the  tonsil  itself, 
with  no  means  of  escape,  they  will  decompose  and  burrow  out, 
and  we  have  what  is  known  as  a  tonsillar  abscess;  and  if  they 
burrow  toward  the  tissue  in  which  the  tonsil  is  embedded  and 
find  their  way  out  through  this  tissue,  we  have  what  is  called  a 
peritonsillar  abscess,  and  so  acute  tonsillitis,  peritonsillitis,  or 
quinsy,  or  whatever  its  name  or  form,  is  in  the  majority  of  in- 
stances the  result  not  of  a  strumous  or  arthritic  diathesis  or  ex- 
posure to  cold,  but  of  a  pathological  condition  existing  in  and 
about  the  tonsil  itself. 

The  atrophied  tonsil  is  almost  as  harmful  as  the  hypertro- 
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phied  one.  To  be  sure,  it  does  not  encroach  so  much  upon  the 
oropharyngfeal  space  and  interfere  with  breathing  and  swallow- 
ing, but  it  has  all  the  other  baneful  influences  of  the  hypertro- 
phied  tonsil.  It  generally  consists  of  an  irregular-shaped  mass, 
adherent  in  several  places  to  the  pillars  of  the  palate  and  com- 
posed largely  of  fibrous  tissue, — the  product  of  former  inflam- 
matory processes.  There  is  often  a  broad,  thick  band  attached 
to  the  upper  and  posterior  surface  of  the  anterior  pillar,  and 
running  downward  and  backward  under  and  a  little  to  the  inner 
side  of  the  tonsillar  mass  and  adherent  to  the  lower  anterior 
surface  of  the  posterior  pillar.  This  has  been  called  the  cap- 
sule of  the  tonsil,  and  in  its  hypertrophied  condition  it  forms  a 
cup-shaped  shelf  for  the  reception  and  retention  of  particles  of 
food,  etc.,  and  also  supports  the  remnants  of  the  once  hypertro- 
phied gland.  This  was  described  by  Dr.  Harrison  Allen  in 
1 89 1,  and  he  called  it  the  opercular  fold. 

Now  as  to  the  surgery  of  these  conditions,  and  this  is  the  only 
treatment  worth  considering.  All  other  measures  are  merely 
palliative,  and  that  only  to  a  very  slight  extent.  What  shall  we 
do  with  the  hypertrophied  tonsil?  There  are  two  paramount 
indications,  first,  to  reduce  the  size  of  the  mass,  and,  second 
and  more  important,  to  favor  cleanliness  of  the  parts  by  remov- 
ing all  the  pockets  or  crypts  to  which  reference  has  been  made. 
It  is  my  habit  to  examine  carefully,  with  a  probe  bent  at  right 
angles  at  the  tip,  for  adhesions  between  the  tonsil  and  the  pil- 
lars, and  I  almost  always  find  them.  After  cocainizing  the 
parts  these  adhesions  are  separated  with  this  same  instrument 
or  with  a  similarly  shaped  cutting  instrument  if  they  offer  much 
resistance. 

These  two  knives,  one  for  each  side,  were  made  for  this  pur- 
pose some  years  ago,  and  they  have  proved  to  be  the  most  use- 
ful of  all  my  instruments  in  the  surger)'  of  the  tonsil. 

These  bands  being  divided,  the  raw  edges  are  carefully 
seared  with  the  electric  cautery  to  keep  them  from  reimiting 
and  also  to  prevent  infection.  On  several  occasions  I  have  seen 
considerable  inflammatory  reaction  follow  a  slight  cutting  oper- 
ation on  the  tonsil,  and  I  think  the  tendency  to  this  complica- 
tion is  greatly  lessened  by  searing  the  wound  with  the  cautery. 
I  prefer  to  use  the  knife  in  dividing  the  bands  because  it  is 
more  wieldy  and  less  liable  to  do  injury  to  the  pillars  and  to 
produce  inflammatory  reaction  and  pain. 

The  next  step  is  spray  the  parts  thoroughly  with  peroxid  of 
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hydrogen  under  pressure  of  fifteen  or  twenty  pounds,  having 
the  tip  of  the  tube  bent  at  right  angles.  Then  I  am  in  the  habit 
of  painting*  the  parts  with  a  twenty-per-cent.  soUition  of  menthol 
in  liquid  albolene,  and  if  the  wound  is  extensive  and  liable  to 
be  attended  with  much  inflammation,  I  prescribe  a  similar  ap- 
plication to  be  used  by  the  patient  every  two  or  three  hours. 

With  this  careful  attention  to  details  the  patient  rarely  ever 
suffers  any  inconvenience  after  the  operation;  but  the  neglect 
of  any  one  of  them  is  liable  to  give  us  an  infected  wound. 

The  patient  is  instructed  to  return  in  five  days,  when  the 
parts  will  be  entirely  healed  and  the  tonsil  free  from  the  ad- 
jacent pillars.  The  next  step  will  depend  on  the  shape  and 
size  of  the  tonsil.  If  it  project  beyond  the  margin  of  the  pillars 
and  have  a  small  base  or  pedicle,  and  if 'the  patient  be  ado- 
lescent, the  tonsillitome,  preferably  McKenzie's,  may  be  used; 
but  if  it  have  a  large  base,  as  is  generally  the  case,  and  if  it  be 
deeply  embedded  between  the  pillars  of  the  palate  of  an  adult 
throat,  the  following  method  will  be  found  more  efficient  and 
satisfactory. 

With  these  same  knives,  having  the  cutting  edge  at  right 
angles  to  the  handle,  enter  the  various  crypts  and  slit  them  in 
toward  the  oropharynx.  You  may  find  a  dozen  of  these  crypts, 
but  however  many  there  may  be  you  must  open  them  and  re- 
lieve them  of  their  retained  concretions.  Then  spray  with 
peroxid  solution  under  strong  pressure  to  cleanse  the  parts  and 
check  the  little  oozing  of  blood;  mop  the  parts  dry,  sear  all  the 
cut  surfaces,  and  apply  the  menthol  solution  as  before. 

Upon  the  next  visit  of  the  patient  you  will  find  the  tonsillar 
mass  much  reduced  in  size,  the  inflammation,  which  was  due 
to  pressure  and  retained  concretions,  almost  entirely  subsided, 
and  the  whole  condition  vastly  improved.  You  may  now  look 
carefully  for  more  pockets,  the  existence  and  location  of  which 
will  be  manifest  by  little  localized  areas  of  inflammation.  These 
are  treated  in  precisely  the  same  manner  as  were  the  others, 
and  any  little  flaps  which  may  project  beyond  the  edges  of  the 
pillars  are  snipped  off  with  the  scissors.  The  parts  are  sprayed 
and  the  cut  surfaces  seared  with  the  cautery  as  before. 

This  process  is  repeated  for  two  or  three  more  sittings,  un- 
til all  the  crypts  have  been  given  free  drainage  into  the  mouth, 
and  you  will  rarely  have  any  redundant  tonsillar  tissue  re- 
maining. 

The  advantages  of  this  method  are   that  you  do  not  excise 
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the  tonsil  and  thus  antagonize  a  popular  prejudice.  You  do  not 
remove  all  the  tonsillar  tissue,  but  only  so  much  of  it  as  is  really 
pathological,  and  you  do  not  run  the  risk  of  having  a  severe 
hemorrhage,  because  your  incisions  are  slight  and  under  direct 
inspection  of  the  eye. 

The  treatment  is  applicable  also  to  the  atrophied  condition 
of  the  tonsil,  and  to  that  post-atrophied  condition  where  there  is 
but  little  tonsillar  tissue  and  only  adhesions  between  the  pillars 
remain.  Sometimes  these  adhesions  are  so  disposed  as  to  form 
pockets,  and  sometimes  they  simply  glue  the  pillars  together, 
and  thus  interfere  with  the  normal  action  of  the  muscles  durmg 
articulation  and  deglutition.  In  a  case  I  had  recently  one  of 
these  bands  was  so  attached  as  to  cause  considerable  traction 
upon  the  palatal  muscles  and  great  discomfort  to  the  patient. 
The  simple  division  of  the  band  loosened  the  parts  and  gave 
instant  and  permanent  relief. 

Dr.  J.  C.  Wilson  reports  a  similar  case. 

The  pockets  should  be  freely  opened  whenever  found,  and 
the  pillars  thoroughly  separated  at  all  points.    These  adhesions 
are  in  my  opinion  responsible  for  much  of  the  asymmetry  which 
we  observe  in  the  faucial  pillars  of  many  throats.     The  muscles 
which  constitute  the  framework  of  these  pillars  (the  palatoglossi 
and  the  palatopharyngei  muscles)  are  not  symmetrically  devel- 
oped in  many  cases.     We  may  have  a  long-arched  anterior  pil- 
lar on  one  side  and  a  short,  tense  one  on  the  other,  and  there 
is  no  uniformity  in  the  size  and  development  of  the  two  pillars 
on  the  same  side.     Dr.    Harrison  Allen   has   referred   to   this 
asymmetry  of  the  palatal  folds.     One  cause  of  the  condition, 
in  my  opinion,  exists  in  the   fibrous   tonsillar  adhesions  which 
seem  to  grow  at   the   expense  of  the  palatal   muscles.     I  have 
observed^that  in  those  cases  in  which  we  have  large  adhesions 
and  a  broad  and  thick  opercular  fold,  the  anterior  pillar  of  the 
palate  is  scarcely  demonstrable  at  all.     The  opercular  fold,  as 
I  have  said,  seems  to  grow  out  of  the  upper  posterior  surface 
of  this  pillar,  and  as  the  folds  increases  in  its  dimensions,   as  it 
usually  does,  the  pillar  diminishes  or  atrophies. 

I  believe  it  is  good  surgery  to  remove  this  opercular  fold; 
at  least  I  have  had  only  good  results  in  the  few  cases  in  which 
I  have  done  his  operation.  I  am  aware  that  there  is  a  strong 
prejudice  in  the  minds  of  many  operators  against  even  wound- 
ing  it,  owing  to  the  possibility  of  hemorrhage;  but  this  scarcely 
need  form  an  objection,  because  the  parts  are  so  directly  in  the 
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line  of  vision  and  even  within  reach  of  the  artery  forceps  should 
they  be  required.  I  have  found  this  fold  scarcely  more  vascular 
than  the  average  tonsil,  but  it  is  more  sensitive  to  operative 
measures  and  more  subject  to  inflammatory  reaction.  How- 
ever, in  all  my  cases,  a  week  has  sufficed  to  complete  the  heal- 
ing and  the  general  condition  of  the  throat  has  been  improved. 
I  was  induced  to  try  the  operation  first  in  the  throats  of 
singers,  who,  in  spite  of  all  else  I  could  do,  persisted  in  com- 
plaining of  uneasiness  in  the  throat,  of  a  sense  of  fulness,  and  a 
lack  of  flexibility  in  the  palatal  and  pharyngeal  muscles.  Re- 
lief has  been  obtained  in  all  cases,  with  marked  improvement 
in  the  general  appearance  and  condition  of  the  throat. 
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BULBAR  RA.RALYSIS.     GLOSSO-LABIO-PHARYNGO- 

LARYNGEAL  PARALYSIS.     REPORT  OF 

FATAL  CASE. 


BY  JOHN  O.    MC  REYNOLDS,   B.SC,    M.D. 


Several  months  ago  a  married  woman  about  thirty  years 
old  was  brought  to  me  with  the  request  that  I  remove  a  nasal 
polypus  which  she  said  was  obstructing  one  of  her  nostrils  and 
affecting  her  speech.  Her  general  health  was  perfect,  and  an 
examination  of  the  nose  revealed  nothing  abnormal  except 
hypertrophy  of  the  inferior  turbinals  which  retracted  readily 
under  the  action  of  cocain  locally  applied.  This  procedure, 
however,  did  not  affect  her  speech,  which  remained  nasal  in 
character.  Further  examination  revealed  partial  paralysis  of 
the  muscles  of  the  soft  palate,  especially  the  levator  palati  and 
tensor  palati  so  that  it  would  no  longer  rise  up  against  the  pos- 
terior pharyngeal  wall  during  the  act  of  deglutition,  and  thus 
allowed  fluids  to  pass  forward  into  the  nose,  and  also  modified 
the  resonant  chambers  so  as  to  produce  the  peculiar  nasal 
quality  of  voice.  There  was  also  present  a  partial  paralysis  of 
the  orbicularis  oris  which  produced  the  inability  to  place  the 
lips  in  the  position  of  whistling  and  also  diminished  the  patient's 
power  to  pronounce  the  labial  consonants.  I  also  found  some 
involvement  of  the  lingualis,  which  interfered  with  the  pronun- 
ciation of  lingual  consonants,  while  her  ability  to  protrude  the 
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tongue  was  but  slightly  impaired.  At  the  time  the  condition 
was  a  pure  one  of  glosso-labio-pharyngeal  paralysis.  This 
peculiar  grouping  of  paralytic  phenomena  suggested  at  once 
bulbar  paralysis,  and  after  a  most  careful  examination  I  felt 
justified  in  locating  the  lesion  in  the  nuclei  of  origin  of  the 
lower  cranial  nerves  in  the  medulla.  I  gave  an  unfavorable 
prognosis  as  to  ultimate  recovery,  and  I  declined  to  make  any 
operation  whatever. 

A  strange  coincidence  was  that  her  husband  who  was  with 
her  at  the  time  had  been  the  subject  of  a  non-progressive  but 
distinct  partial  paralysis  of  the  orbicularis  oris  for  many  years. 
This  fact  strengthened  the  feeble  suspicion  that  it  might  be  of 
specific  origin  and  determined  antisyphilitic  treatment  to  be  the 
only  rational  hope  of  improvement.  This  course  was  accord- 
ingly advised  and  the  patient  sent  to  her  home  with  the  warn- 
ing that  the  paralysis  might  at  any  time  involve  more 
important  centers  and  result  in  a  fatal  issue.  The  patient  re- 
turned to  her  home  in  a  neighboring  county  and  suffered  no 
marked  exaggeration  of  symptoms  for  several  weeks,  when  sud- 
denly about  twelve  o'clock  at  night  she  was  seized  with  an  at- 
tack of  suffocation  which  speedily  closed  her  career.  The 
probability  is  that  the  immediate  cause  of  death  was  paralysis 
of  the  nerve  filaments  supplying  the  posterior  crico-arytenoidei, 
or  else  an  involvement  of  the  respiratory  center  itself  in  the 
calamus  scriptorius.  The  lessons  impressed  are,  that  affections 
apparently  trivial  in  character  may  be  expressions  of  serious 
lesions  of  the  brain  of  cord,  that  a  careful  investigation  may 
reveal  conditions  not  frequently  found,  that  an  operation 
essentially  simple  and  safe,  when  performed  without  due  dis- 
crimination, may  be  charged  with  the  unfortunate  issue  of  a  dis- 
ease like  bulbar  paralysis  which  is  almost  universally  fatal  and 
beyond  the  reach  of  remedies  to  contTol. 
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THE  TREATMENT  OF  SUPPURATIVE  DISEASES  OF 
.    THE  ACCESSORY  SINUSES  OF   THE  EAR 
BY  OZONE   GAS. 


BY   W.    SCHEPPEGRELL,    A.M.,   M.D. 


At  the  January,  1896,  meeting  of  the  British  Laryngological, 
Rhinological,  and  Otological  Association,  the  President,  Dr. 
Geo.  Stoker,  described  a  number  of  cases  of  diseases  of  the  nose 
and  ear  which  were  treated  by  means  of  oxygen  gas.  He  re- 
ported two  cases  of  ozena,  and  one  case  of  chronic  purulent 
otitis  media,  in  which  he  appeared  to  have  had  good  results 
from  the  local  application  of  oxygen. 

The  cases  reported  had  not  been  checked  by  any  bacterio- 
logical examination,  but  Dr.  St.  George  Reid,  who  had  conducted 
a  series  of  investigations  with  a  view  of  ascertaining  the  in- 
fluence of  oxygen  on  micro-organisms,  found  that  in  cultures  of 
staphylococcus  aureus  and  albus,  staphylococcus  pyogenes,  and 
diplococcus  pneumoniae  which  had  been  kept  in  an  atmosphere 
of  oxygen,  all  the  growths  were  apparent  fourteen  hours  after 
inoculation,  but  it  appeared  that  the  specimens  growing  in  the 
air  were  about  four  hours  ahead  of  those  growing  in  the  oxygen, 
and  this  difference  continued. 

The  treatment  with  oxygen  every  second  hour  during  the 
day  was  recommended,  although  in  some  cases  in  which  its  use 
gave  rise  to  headaches  it  could  not  be  continued  so  long  or  ap- 
plied so  frequently. 

Dr.  Stoker,  at  the  July  meeting  of  the  same  society,  re- 
ported a  case  of  empyema  of  the  frontal  sinus,  which  had  ap- 
parently been  benefited  by  the  application  of  oxygen,  and  he 
also  reported  a  case  of  aural  polypus  treated  by  this  method. 
In  the  latter  case  the  polypus  shriveled  and  came  out,  after 
syringing,  on  the  sixth  or  seventh  day,  and  the  discharge  was 
diminished. 

In  the  discussion  of  these  cases,  Dr.  Lennox  Browne  stated 
that  the  benefit  of  the  treatment  in  the  reported  case  of  frontal 
sinusitis  was  open  to  doubt.  He  said  that  he  had  used  oxygen  with 
considerable  advantage  in  a  case  of  a  patient  suffering  from 
ethmoidal  disease. 
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From  a  consideration  of  these  cases,  the  treatment  of  sup- 
purative diseases  by  the  application  of  oxygen  appeared  worthy 
of  trial,  and  I  proceeded  to  have  it  systematically  carried  out  in 
a  number  of  selected  cases:  two  cases  of  chronic  suppurative  of 
otitis  media,  one  case  of  chronic  atrophic  rhinitis  with  fetor, 
one  case  of  empyema  of  the  maxillary  sinus,  and  a  case  of  em- 
pyema of  both  the  left  frontal  and  maxillary  sinuses.  The  ap- 
plications were  made  with  great  care  and  systematically  followed 
out. 

After  a  carefully  study  of  the  results  obtained,  I  found  these 
apparently  in  nowise  different  from  those  which  might  have  been 
obtained  by  the  antiseptic  irrigations  which  necessarily  form  a 
part  of  the  treatment;  and,  after  having  given  this  method  a 
trial,  varying  from  three  weeks  to  three  months  in  these  cases, 
I  was  finally  compelled  to  abandon  it. 

In  considering  the  modus  operandi  of  this  treatment  and  its 
effects  on  organic  tissue,  we  should  remember  that  oxygen  is  a 
normal  constituent  of  the  atmosphere,  the  other  element  being 
nitrogen,  which  is  inert  as  far  as  the  respiratory  function  is 
concerned,  and  also  in  its  effects  on  the  tissues.  When  pure 
oxygen  is  used,  therefore,  we  have  simply  eliminated  the  nitro- 
gen and  have  applied  an  increased  amount  of  the  remaining  con- 
stituent of  the  atmosphere.  Oxygen  is  the  vitalizing  element 
in  respiration,  and  when  inspired  in  larger  proportions  than 
what  is  normally  found  in  the  atmosphere  it  has  a  powerful 
stimulating  effect.  If  .pure  oxygen  is  inhaled  for  a  sufficient 
length  of  time,  death  is  produced  by  over  oxidation  and  excess- 
ive stimulation.  As  regards  its  effect  on  organic  tissues  or  se- 
cretions, it  is  inert. 

When  Dr.  Stoker  compares  the  effects  of  oxygen  with  those  of 
peroxid  of  hydrogen,  he  refers  to  two  products  which  are  phys- 
ically very  dissimilar  in  character — oxygen  and  nascent  oxygen. 
While  oxygen  is,  as  already  stated,  comparatively  inert,  the 
nascent  oxygen,  which  is  eliminated  when  peroxid  of  hydrogen 
is  used,  is  one  of  our  most  active  oxidizing  agents,  and  which 
readily  attacks  organic  products;  hence,  its  usefulness  in  sup- 
purative processes.  If  peroxid  of  hydrogen  be  added  to  a  col- 
lection of  pus,  the  nascent  ox3'gen  will  at  once  attack  it  and 
form  new  compoimds,  the  septic  character  of  the  secretion  be- 
ing thus  entirely  destroyed.  If  oxygen  is  added  in  a  similar 
manner,  the  effect,  if  any,  is  so  slow  that  it  cannot  be  observed 
by  the  ordinary  methods. 
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Instead  of  using  oxygen  I,  therefore,  decided  totrj'the  treat- 
ment of  suppurative  processes  by  means  of  nascent  oxygen,  or 
some  preparation  which  would  produce  oxygen  in  its  nascent 
form.  Peroxid  of  hydrogen  used  in  sufficient  quantities  for 
this  purpose  is  not  only  expensive,  but  very  irritating,  and  also 
inconvenient  on  account  of  the  liquid  in  which  it  is  held  in  solu- 
tion. After  a  careful  investigation  of  the  merits  of  various 
preparations  I  determined  to  use  ozone,  and  the  satisfactory  re- 
sults which  I  have  obtained  from  its  application  in  the  treatment 
of  suppurative  processes  of  the  nose,  accessory  sinuses,  and  ear 
have  been  very  gratifying. 

Ozone  is  an  allotropic  form  of  oxygen,  and  differs  from  it 
in  that  there  are  three  atoms  of  oxygen  in  one  molecule  of 
ozone  (O3).  It  is  a  colorless  gas  of  a  strong  pungent  odor  some- 
what resembling  phosphorus.  It  has  not  been  obtained  free 
from  oxygen,  the  highest  degree  of  concentration  which  has 
been  reached  being  10  per  cent,  of  ozone.  Ozone  thus  diluted 
may  be  produced  (i)  by  the  decomposition  of  water  with  the 
battery,  (2)  by  the  slow  oxidation  of  phosphorus  in  damp  air,  (3) 
by  the  action  of  sulphuric  acid  on  barium  dioxid,  (4)  by  adding 
permanganate  of  potash  to  acidulated  hydrogen  dioxid,  and  (5) 
by  the  silent  electric  discharge  through  air  or  oxygen. 

The  most  economical  and  practicable  method  of  generating 
ozone  for  our  purpose  is  by  means  of  the  ozonizer  first  described 
by  Siemans.  A  sort  of  Leyden  jar  is  prepared  by  coating  the 
interior  of  a  long  glass  tube  with  tinfoil,  and  passing  over  ths 
tube  a  second  wider  tube,  also  coated  with  tinfoil,  but  on  its 
outer  surface.  Between  the  two  tubes  a  current  of  oxygen  is 
passed,  which  becomes  electrified  by  induction,  the  inner  and 
outer  coatings  of  tinfoil  respectively  being  connected  with  the 
terminals  of  a  strong  induction-coil.  By  this  means  it  is  pos- 
sible to  convert  ten  to  fifteen  per  cent,  of  oxygen  passed  through 
the  ozonizer  into  ozone. 

Pure  ozone  is  a  powerful  oxidizing  agent;  it  possesses 
strong  bleaching  and  disinfecting  properties,  and  attacks  cork, 
rubber,  and  other  organic  substances.  The  test  for  ozone  may 
be  obtained  by  means  of  a  strip  of  paper  moistened  with  a  mix- 
ture of  starch  and  a  solution  of  potassium  iodid.  On  exposing 
paper  thus  prepared  to  the  action  of  ozone,  the  potassium  iodid 
is  decomposed,  the  potassium  combining  with  the  oxygen, 
iwhile  the^iodid  is  liberated,  and  forms  a  deep  blue  compound 
with  the  starch.      For   ordinary  purposes   I   simply  moisten  a 
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piece  of  blotting-paper  with  a  solution  of  iodid  of  potash,  and 
the  eixposure  to  the  ozone  liberates  the  iodin,  which  shows  its 
characteristic  brown  color.  Ozone  is  a  rapidly  oxidizing  agent, 
and  in  sufficient  degree  of  concentration  is  very  irritating  to  the 
mucous  membrane  of  the  respiratory  passages. 

In  my  first  experiments  with  ozone  for  its  therapeutic  ef- 
fects, I  generated  the  ozone  directly  from  oxygen,  and  then 
diluted  it  sufficiently  for  local  application  to  the  affected  re- 
gions. I  found  the  ozone  in  this  degree  of  concentration  diffi- 
cult to  handle  on  account  of  its  rapidly  oxidizing  effect,  especially 
as  it  quickly  attacked  rubber.  I  then  concluded  to  prepare  the 
ozone  directly  from  the  oxygen  found  in  the  atmosphere.  This 
was  not  only  more  economical,  but  the  ozone  could  be  used  di- 
rectly, as  it  was  prepared  in  the  required  degree  of  dilutation. 

In  order  to  eliminate  the  nitrogen  products  developed  by 
this  process,  I  at  first  passed  the  ozone  through  a  U-tube,  con- 
taining a  small  quantity  of  caustic  potash.  In  testing  the  re- 
sults, however,  I  found  that  the  nitrogen  products  were  so 
infinitesimal  in  character  that  they  could  be  neglected.  I  there- 
fore no  longer  use  the  U-tube  and  alkali. 

In  applying  ozone  in  the  treatment  of  the  nose,  accessory 
sinuses,  or  the  ear,  the  apparatus  is  arranged  as  follows: 
The  ozonizer  is  connected  with  the  induction-coil,  for  which 
the  inductorium  used  in  generating  the  X-rays  is  especially 
adapted,  although  a  smaller  coil — as,  for  instance,  one  which 
will  give  a  two-inch  spark — is  of  sufficient  strength  for  the 
ozonizer.  The  compressed-air  reservoir,  which  form  a  part  of 
every  specialist's  office,  is  then  connected  with  the  inlet-tube  of 
the  ozonizer  in  such  a  manner  that  the  patient  can  control  the 
cut-off  which  supplies  air  to  the  apparatus.  By  means  of 
a  rubber  tube  the  special  cannula  for  applying  the  ozone  to 
the  noze,  ear,  or  sinus  is  connected  to  the  outlet  tube. 

In  some  cases  I  have  found  it  convenient  to  heat  the  ozon- 
ized air  before  applying  it  to  the  desired  region,  and  this  was 
easily  effected  by  passing  the  ozonized  air  through  a  bent  tube 
inserted  into  a  bowl  of  hot  water.  The  ozone  should  be  heated 
only  to  the  normal  temperature  of  the  body,  as  a  higher  tenir 
perature  causes  a  breaking  up  of  the  atomic  arrangement  of 
the  ozone. 

Great  care  should  be  taken  in  properly  adjusting  the  valve 
of  the  condenser,  so  that  only  a  mild  current  of  air  is  passed 
into  the  ozonizer.      If  too  strong  a  pressure  is  used,    an   excess 
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of  air  is  admitted  and  the  ozone  is  diluted  too  much.  Where  the 
object  is  to  diminish  the  proportion  of  ozone,  I  have  found  it 
more  practicable  to  do  this  by  regulating-  the  induction-coil 
than  by  increasing  the  amount  of  air. 

As  alrcad}'  stated,  nascent  oxj-gen  may  also  be  obtained  by 
adding  permanganate  of  potash  to  an  acidulated  solution  of  per- 
oxid  of  hydrogen.  For  this  purpose  I  use  an  inhaler,  which 
I  described  some  years  ago  for  inhaling  medicated  vapors. 
Three  ounces  of  water  are  poured  into  the  inhaler,  and  two 
ounces  of  hydrogen  dioxid  and  one  dram  of  dilute  sulphuric 
acid  (U.  S.  P.)  added.  To  this  solution,  one  grain  tablets  of 
permanganate  of  potash  are  added  one  by  one,  until  all  the 
nascent  oxygen  has  been  liberated.  The  gas  is  driven  into  the 
desired  cavity  by  means  of  an  ordinary  bulb,  or  by  the  com- 
pressed-air apparatus.  This  method  does  not  compare  with  the 
method  of  generating  ozone  already  described,  and  is  more  ap- 
plicable for  the  home  treatment  of  the  patient  where  this  is 
desired. 

In  apph'ing  ozone  to  the  nose  or  accessory  cavities,  care  should 
be  taken  that  the  patient  does  not  inhale  the  ozone.  This  may 
be  avoided  by  allovvmg  the  vapor,  which  is  under  the  control 
of  the  patient,  to  pass  only  during  the  acts  of  expiration,  the 
cut-off  being  closed  during  inspiration.  The  applications  need 
not  be  made  for  more  than  ten  to  twenty  minutes,  andshould  be 
repeated  not  of  tener  than  two  or  three  times  a  week.  As  regards 
the  constitutional  effects,  I  have  noticed  in  some  cases,  head- 
aches which  persisted  for  several  hours  after  the  treatment;  but 
in  each  of  the  cases  in  which  this  occurred  it  could  always  be 
traced  to  the  fact  that  the  patient  had  not  controlled  the  cut-off 
properly,  and  had  inhaled  a  considerable  amoimt  of  ozone. 
Where  the  method  was  carried  out  correctly,  no  bad  effects 
were  ever  complained  of.  , 

As  regards  the  local  effects,  these  were  not  only  good  but 
even  striking.  In  a  case  of  chronic  antral  disease,  in  which  the 
discharge  had  been  profuse,  yellow  and  purulent,  after  the 
second  application  the  discharge  almost  entirely  lost  its  puru- 
lent character  and  diminished  very  much  in  quantity.  After 
fourteen  treatments  during  a  period  of  ten  weeks,  the  case  ap- 
peared cured,  and  the  artificial  opening  in  the  alveolus  was 
allowed  to  close. 

In  a  case  of  maxillary  sinusitus  combined  with  empyema  of 
the  frontal  sinus,  which  had  been  treated  with  oxygen  without 
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success,  a  similar  chan.q-e  in  the  quantity  and  character  of  the 
secretion  took  place,  and  although  this  case  is  not  yet  cured  the 
improvement  is  very  marked.  In  three  cases  of  chronic  sup- 
purative otitis  media,  which  have  been  treated  by  this  method, 
in  one  case  the  suppuration  has  ceased  entirely;  in  the  second 
there  is  still  an  occasional  discharge;  and  in  the  third  case  the 
character  of  the  discharge  has  improved  very  much,  although 
the  treatment  has  not  been  continued  sufficiently  lung  to  give 
definite  results. 

I  have  also  used  ozone  in  two  cases  of  ozena,  and  the  re- 
sults thus  far  have  been  encouraging.  Ozena,  however,  is  a 
pathological  condition  of  such  a  chronic  character  that  I  abstain 
from  comparing  the  results  obtained  with  those  following  other 
methods  until  I  have  had  them  under  observation  for  a  longer 

time. 

As  regards  the  bacteriological  investigation  of  this  subject, 
I  would  state  that  the  ozone  not  only  inhibits  the  development 
of  the  cultures  from  the  micrococci  pyogenes  aureus  and  albus, 
and  other  micro-organisms,  but  also  destroys  these  germs  in 
the  culture  medium.  "Where  the  ozone  is  present  in  sufficient 
quantities,  even  the  culture  medium  is   attacked  and  oxidized. 

Ozone  is  a  most  useful  agent  in  the  treatment  of  suppurative 
diseases  of  the  nose  and  ear,  but  it  should  be  used  with  the  pre- 
cautions that  are  required  with  other  agents  of  this  kind.  Bi- 
chlorid  of  mercury  has  powerful  corrosive  properties,  but  this 
does  not  debar  us  from  using  it  in  its  diluted  solutions  for  its 
excellent  antiseptic  qualities,  and  the  same  principle  refers  to 
ozone.  When  used  as  I  have  described  it  in  this  article,  I  have 
never  seen  any  injury  from  its  application.  In  one  case  in 
which  the  application  was  too  prolonged,  a  condition  somewhat 
resembling  an  acute  coryza  was  produced,  which,  however,  had 
disappeared  the  following  day. 

The  results  which  I  have  thus  far  obtained  from  the  use  of 
ozone  in  the  treatment  of  purulent  diseases  of  the  upper  respir- 
atory passages  have  been  of  such  a  satisfactory  nature  that  I  feel 
encouraged  in  its  use.  Where  the  physician  has  a  good  induc- 
tion-coil, the  method  is  of  trifling  expense,  as  the  ozone  is  ob- 
tained from  the  oxygen  of  the  atmosphere  with  which  we  are 
surrounded.  The  technic  is  simple  and  its  application  pre- 
sents no  difficulties. 
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NEW  CURETTES. BY  DR.    LEWIS  A.    COFFIN. 

Dr.  Lewis  A.  Coffin  (New  York)  presented  two  curettes, 
with  one  of  which  he  said  he  could  do  all  the  work  that  could 
be  done  with  the  larger  instruments  in  the  nasophar3'nx.  He 
found  it  useful  in  removing  the  fragments  after  a  forceps  opera- 
tion for  removal  of  adenoid  growths.  It  is  useful  in  clearing 
out  the  various  fossae  about  the  nasopharynx.  In  chronic 
catarrhal  nasopharyngitis  he  had  used  it  for  curetting  over  the 
diseased  membrane,  previous  to  using  one  of  Mandell's  solu- 
tions or  some  modification  of  the  same.  This  instrument,  on 
account  of  its  size,  can  be  used  with  either  the  mirror  or  finger 
acting  as  guide. 

The  other  curette  was  for  use  in  the  oropharynx,  and  owing 
to  its  bent  shank  could  be  used  over  a  large  extent  of  the  pos- 
terior wall  of  the  pharynx. 

A  new  cauterizing  instrument. 

Dr.  Coffin  said  that  he  had  met  with  excessive  secondary 
hemorrhage  in  a  case  in  which  he  had  used  the  galvano- 
cautery  for  the  reduction  of  posterior  hypertrophy  of  the  in- 
ferior turbinated.  The  boy  was  not  a  "  bleeder,"  as  he  had 
previously  removed  adenoids  and  done  a  tonsillotomy  on  the 
case.  The  hemorrhage  had  been  checked  at  first  by  tampon- 
ing, but  it  had  recurred  nearly  a  week  later  with  great  severity. 
After  much  trouble  it  had  been  controlled,  but  after  a  week  or 
ten  days  had  again  recurred,  and  the  boy  had  been  left  almost 
exsanguinated.  He  had  a  second  case  nearly  as  bad,  and 
owing  to  these  unpleasant  experiences  he  had  been  led  to  de- 
vise the  instrument  presented. 

It  is  essentially  a  hypodermic  needle,  having  a  long  cannula 
between  the  barrel  and  needle  so  curved  as  to  most  easily  reach 
the  posterior  end  of  the  inferior  turbinated  through  the  pharynx. 
It  is  also  useful  in  reducing  those  thickenings  so  often  seen  pos- 
teriorly on  the  septum.  Dr.  Cofhn  said  that  in  using  the  in- 
strument a  palate  retractor  and  mirror  should  be  used.  He 
had  used  the  instrument  with  most  gratifying  results  on  one 
man  who  was  a  pronounced  "bleeder."  He  injects  one  or  two 
drops  of  monochloracetic  acid  into  the  part  to  be  removed. 
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Dr.  Lewis  C.  Cline  (Indianapolis)  asked  what  was  the  ad- 
vantage of  this  last  instrument  over  the  cautery  needle.  He 
had  observed  some  annoying-  hemorrhages  follow  the  use  of 
other  liquid  caustic  applications. 

Dr.  Coffin  replied  that  after  the  use  of  the  monochloracetic 
acid  there  was  left  a  peculiar  non-suppurating  slough,  which 
did  not  come  away  until  cicatrization  had  taken  place  under- 
neath. He  had  not  observed  that  the  acid  injured  the  instru- 
ment if  ordinary  care  was  used. 

Dr.  William  Scheppegrell  (New  Orleans)  said  that  the  cu- 
rette intended  for  removing  adenoids  seemed  to  be  a  very  effi- 
cient instrument.  Personally,  he  used  an  instrument  arranged 
something  like  the  Gottstein  curette,  except  that  it  is  heart- 
shaped,  and  the  depression  fits  into  the  septum.  Such  an  in- 
strument, fitting  as  it  did  on  both  sides  of  the  septum,  allowed 
the  work  to  be  done  very  rapidly. 

Dr.  Wendell  C.  Phillips  (New  York)  said  that  he  had  ex- 
amined many  of  these  modified  heart-shaped  Gottstein  curettes, 
but  had  yet  to  see  one  that  did  not  do  most  of  the  cutting  just 
at  the  tip.  If  it  were  used  several  times  from  above  downward 
it  would  make  only  several  narrow  "ditches,"  and  really  do 
much  damage  to  the  membrane.  Unless,  therefore,  the  instru- 
ment was  made  so  as  to  prevent  this  cutting  at  the  tip,  it  should 
be  condemned.  He  always  advised  against  their  use.  Dr. 
Coffin's  instrument  seemed  to  him  to  possess  elements  of  value, 
particularly  when  used  with  the  mirror,  so  that  small  remnants 
could  be  removed. 

Dr.  J.  E.  Nichols  (New  York)  said  that  the  instrument  just 
presented  was  exceedingly  useful  in  cases  in  which  there  was  a 
prolongation  of  the  adenoid  posteriorly  into  the  nostril. 

Dr.  Scheppegrell  said  that  he  was  accustomed  to  use  first 
the  Gottstein  instrument,  and  then  the  modified  instrument, 
when  required,  in  order  to  quickly  and  thoroughly  remove  the 
last  pieces. 

Dr.  John  A.  Thompson  (Cincinnati)  said  that  the  ordinary 
sharp  uterine  curette  could  be  made  to  serve  an  excellent  pur- 
pose, the  copper  stem  being  quickly  twisted  into  the  proper 
shape  for  work  upon  the  adenoids.  It  was  exceedingly 
valuable  because  of  its  pliability  and  adaptability  to  any  case. 

Dr.  H.  HoLBROOK  Curtis  (New  York)  said  that  he  always 
completed  his  adenoid  operations  by  introducing  a  large  snare 
loop  through  the  inferior  meatus,  bringing  the  cannula  up  as 
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far  as  possible  before  snaring  on  both  sides.  He  had  been  sur- 
prised at  the  size  of  of  the  mass  of  detritus  drawn  out  in  this 
way  from  the  tipper  corners  of  the  pharynx,  and  his  results  had 
been  much  better  since  adopting  this  plan. 

Dr.  Robert  C.  Myles  (New  York)  said  that  his  objection  to 
the  heart-shaped  curette  was  that  on  several  occasions  he  had 
known  the  child  to  twist  the  head  to  one  side  and  cause  the 
sharp  process  of  the  instrument  to  dig  into  the  upper  wall  of 
the  Eustachian  tube.  It  was  almost  impossible  to  keep  the 
curette  in  the  middle  line  of  a  child's  head.  In  his  work  a  small 
pair  of  postnasal  forceps,  with  large  fenestra,  had  served  him 
well  in  removing  growths  under  ether 

Dr.  ScHEPPEGRELL  Stated  that  he  avoids  the  cutting-forceps 
whenever  possible,  as  most  of  the  operations  which  he  had  seen 
followed  by  complications  had  been  done  by  the  forceps.  He 
believes  this  to  be  due  to  the  fact  that  there  is  always  consider- 
able tearing  when  these  instruments  are  used,  which  thus 
leaves  openings  for  the  entrance  of  pathogenic  germs. 

Dr.  William  H.  Daly  (Pittsburg)  said  that  the  instruments 
just  presented  were  very  satisfactory,  but  would  probably  be 
still  more  convenient  if  made  with  lighter  handles.  In  remov- 
ing adenoids  with  forceps  it  would  be  found  desirable  in  the 
case  of  sessile  adenoids  not  to  attempt  to  tear  these  away,  but 
simply  to  crush  them.  They  would  be  absorbed  within  three 
or  four  weeks  and  leave  the  mucous  membrane  in  a  healthy 
condition. 

Dr.  C.  A.  Thigpen  (Montgomery,  Ala.)  said  that  in  his 
early  operations  for  adenoids  he  had  used  the  heart-shaped 
curette,  and  had  caused  damage  along  the  posterior  pharyngeal 
wall.  He  looked  upon  this  as  a  dangerous  instrument.  He 
rarely  ever  uses  the  forceps  now,  as  he  is  successful  with  the 
Gotlstein,  and  a  smaller  instrument  devised  by  himself  after 
the  Gottstein,  which  can  be  easily  introduced  into  the  choane 
for  the  remaining  lateral  masses  of  adenoids  which  may  be 
there. 

X-RAYS  IN   RHINOLOGICAL   WORK. BY   DR.    WM.    SCHEPPEGRELL. 

Dr.  ScHEPPEGRELL  also  exhibited  some  X-ray  photographs 
of  the  cavities  of  the  head  and  throat.  He  stated  that  his  ob- 
ject in  investigating  the  X-rays  in  connection  wath  the  nose  and 
throat  was  not  simply  to  find  out  what  could  be  done  with  this 
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method,  but  what   results  could  be  had  which  could  not  be  ob- 
tained or  not  as  well  done  as  by  the  ordinary  methods. 

In  the  esophagus  the  X-rays  have  been  useful  in  locating 
foreign  bodies,  but  in  the  larynx  this  may  be  done  so  well  by 
the  laryngoscopic  mirror  that  it  would  be  a  waste  of  time  to 
try  the  X-rays  in  such  cases.  Only  in  instances  where  the 
laryngoscopic  mirror  failed  would  this  be  useful,  as  in  a  case 
recently  reported,  in  which  a  small  pebble  remained  in  the  ven- 
tricle of  the  larynx  for  several  weeks,  which  could  not  be  seen 
by  means  of  the  laryngeal  mirror.  This  foreign  body  might 
have  been  detected  by  the  tiuorscope  or  X-ray  photograph. 

In  the  nose  the  case  is  the  same  as  with  the  larynx,  as  the 
ordinary  methods  are  usually  sufficient.  In  the  accessory  cav- 
ities, however,  where  our  ordinary  methods  are  not  adequate, 
this  would  be' a  useful  field.  Dr.  Scheppegrell  has  taken  a 
number  of  photographs  of  the  accessory  sinuses,  with  a  view  of 
defining  the  usefulness  of  this  method.  In  the  photographs 
presented,  the  frontal  sinus  was  distinct  and  the  maxillary 
sinuses  were  well  marked.  The  nose  and  larynx  were  so  trans- 
parent to  the  rays  that  they  were  barely  outlined,  but  the  hyoid 
bone  was  distinct.  A  foreign  body,  opaque  to  the  rays,  such  as  a 
metallic  object,  stone,  etc. ,  would  be  clearly  shown  in  these  cases. 
It  must  be  admitted,  however,  that  in  the  accessory  sinuses  the 
results  have  not  been  satisfactory.  In  the  majority  of  cases  a 
disease  in  these  cavities  is  limited  to  the  soft  tissues,  and  as 
these  are  relatively  transparent  to  the  rays,  while  the  bony 
covering  is  relatively  opaque,  it  is  evident  that  the  results  will 
be  insufficient.  It  is  to  be  hoped,  however,  that  further  inves- 
tigations may  throw  more  light  on  this  subject. 

A   NEW   ELECTRICAL    NASAL  SAW. BY   FREDERIC   C.    COUB,    M.U. 

In  presenting  a  new  electrical  nasal  saw  it  is  of  importance 
to  recapitulate  the  work  already  done  in  this  direction. 

The  first  mention  I  have  found  of  such  a  saw  is  in  the 
"Transactions  of  the  Laryngological  Association"  for  1887. 
Dr.  Roe  of  Rochester  exhibited  a  saw  of  this  kind  having  a 
somewhat  elaborate  and  expensive  mechanism.  In  the  follow- 
ing year  these  defects  becoming  evident  to  him,  he  modified  the 
saw,' making  its  mechanism  more  simple.  This  saw  had  a  ver- 
tical driving-wheel  and  was  connected  to  the  flexible  by  a 
•jpring.  To  this  saw  the  main  objections  seem  to  me  to  be  the 
liability  to  kinking  or  "buckling"  of  the  spring  when  resistance 
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is  put  on  the  mechanism.      Its  lateral  attachment  to  the  flexible 
also  tends  to  throw  it  out  of  plumb. 

Next  came  the  chain  saw  of  Veeder.^     This  was  a  saw  in- 
tended to  cut  vertically.     The  great  difficulty  in  keeping  such 


Codman  Ci  ^^Imrtleff, 

Do  ton. 


a  complicated  mechanism  clean  and  aseptic  will,  I  think,  be 
evident  to  any  one  examining  it  carefully.' 

Black  followed  this  by  a  description  of  a  saw  very  similar  in 
many  respects  to  the  one  shown  by  me,  the  main  difference 
being  in  the  lack  of  ability  to  stop  and  start  it  from  the  hand- 
piece. 

Scheppegrell,   in  April,    1897,    exhibited   a  saw''  improving 

•  Neiv  York  Medical  Jourtial^  February  21,  1891. 
'•Laryngoscope,  July '2,  1896. 
=*  Loc.  cit.,  vol.  xi. 
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upon  that  of  Black's  in  this  respect,  but  one  which  seems  to  me 
more  complicated  in  its  mechanism. 

The  great  disadvantage  of  all  electric  saws  has  been  the  lack 
of  power  to  control  them.  Such  a  saw  should  be  strong,  and 
not  too  light,  so  as  to  give  as  little  vibration  as  possible,  offer- 
ing a  firm  grasp  to  the  hand,  and  so  arranged  that  it  can  do  no 
damage  if  it  gets  beyond  control. 

The  saw  shown  in  the  cut  is  very  strong,  and  its  mechanism 
is  simple,  consisting  only  of  a  wheel  with  a  piston  attachment 
connected  with  the  saw.  The  length  of  the  stroke  is  altered  by 
turning  a  screw  on  the  driving-wheel.  It  is  easily  cleaned  and 
oiled,  the  cap  on  the  driving-wheel  being  hinged  so  as  to  be 
easily  removed  for  that  purpose.  A  friction-clutch  on  the 
handle,  as  suggested  by  H.  N.  Sweet  of  Boston  enables  the 
operator,  by  removing  the  little  finger  from  a  spring,  instantly  to 
stop  the  action  of  the  saw  while  the  motor  still  continues  at  full 
speed.  Pressure  on  this  spring  at  once  starts  the  saw,  whatever 
the  position  of  the  motor.  Every  operator  in  nasal  work  knows 
the  strain  of  arm  and  hand  to  which  one  is  subjected  in  remov- 
ing a  long,  thick  and  bony  spur.  In  the  use  of  this  saw  atten- 
tion need  only  be  given  to  the  direction  and  the  work  is  accom- 
plished much  more  quickly  than  is  possible  with  the  hand  saw. 

This  saw  has  been  used  by  me  at  the  Throat  Department 
during  the  larger  part  of  last  winter,  and  has  given  very  good 
results.     It  was  made  for  me  by  Codman  &  Shurtleff. 
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BUSINESS  MEETINGS. 

The  Third  Annual  Meeting  of  The  American  Laryngological, 
Rhinological,  and  Otological  Society  convened  in  Washington, 
D.  C  ,  on  May  ist,  1897  in  the  Main  Lecture  Hall  of  Columbian 
University.  The  Society  was  called  to  order  at  11.35  ^-^i-  ^1 
the  President,  Dr.  Franck  Hyatt.  There  were  present  during 
the  sessions  the  following  Fellows: 

Franck  Hyatt,  Washington,  President. 

Frederick  L.  Jack,  Boston,  Vice-President. 

John  S.  Mabon,  Pittsburgh,  Vice-President. 

Jas.  E.  Logan,  Kansas  City,  Vice-President. 

Wm.  Scheppegrell,  New  Orleans,  Vice-President. 

Robt.  C.  Myles,  New  York,  Secretary  and  Treasurer. 

G.  Hudson  Makuen,  Philadelphia,  Member  of  Council. 

T.  Passraore  Berens,  New  York,  Member  of  Council. 

Wendell  C.  Phillips,  New  York,  Member  of  Council. 

H.  Holbrook  Curtis,  New  York,  Member  of  Council. 

Ewing  W.  Day,  Pittsburgh,  Member  of  Council. 

D wight  L.  Hubbard,  New  York,  Member  of  Council. 

John  L.  Adams,  New  York. 

Frank  B.  Sprague,  Providence. 

John  A.  Thompson,  Cincinnati. 

Lewis  C.  Cline,  Indianapolis. 

Arthur  G.  Root,  Albany. 

W.  Scott  Renner,  Buffalo. 

Sargent  F.  Snow,  Syracuse. 

M.  R.  Ward,  Pittsburgh.  ' 

S.  Mac  Cuen  Smith,  Philadelphia. 

C.  A.  Thigpen,  Montgomery. 

James  E.  H.  Nichols,  New  York. 

Wm.  H.  Daly,  Pittsburgh. 

E.  E.  Holt,  Portland. 

Charles  W.  Richardson,  Washington. 

T.  H.  Halsted,  Syracuse. 

Lewis  A.  Coffin,  New  York. 

Edward  B.  Dench,  New  York. 

S.  E.  Solly,  Colorado  Springs. 

Frederic  C.  Cobb,  Boston. 

Joseph  A.  White,  Richmond. 
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Arthur  G.  Hobbs,  Atlanta. 

F.  H.  Koyle,  Hornellsville,  N.  Y. 

J.  F.  Hill,  Waterville,  Me. 

D.  N.  Rankin,  Allegheny,  Pa. 

After  calling  the  roll,  the  formal  proceedings  of  the  Society 
were  opened  by  the  address  of  the  President. 

Then  followed  the  papers  appointed  for  the  morning,  after 
which  the  Society  went  into  executive  session. 

The  Nominating  Committee  was  then  elected — viz..  Dr.  J.L. 
Adams,  Dr.  Ewing  W.  Day,  Dr.  C.  A.  Thigpen,  Dr.  Arthur  G. 
Root,  Dr.  Charles  W.  Richardson. 

At  the  business  meeting  of  the  second  day,  Drs.  L.  C.  Cline, 
John  A.  Thompson  and  Sargent  F.  Snow  were  appointed  by 
the  President  to  serve  as  Auditing  Committee. 

The  following  candidates,  whose  names  had  been  proposed 
in  due  form  by  the  Council,  were  then  elected  by  ballot  to 
fellowship  in  the  Society:  Frederic  C.  Cobb,  M.D.,  Boston,  J. 
F.  McKernon,  M.D.,  New  York,  Wilbur  W.  Bulette,  M.D., 
Denver,  P.  F.  Gildea,  M.D.,  Colorado  Springs,  D.  N.  Rankin, 
M.D.,  Allegheny,  Geo.  F.  Libby,  M.D.,  Portland,  Samuel 
Mitchell,  M.D.,  Hornellsville,  J.  C.  Thompson,  M.D.,  Pitts- 
burgh, F.  H.  Koyle,  M.D.,  Hornellsville,  G.  B.  McAulilfe,  M. 
D.,  New  York,  John  C.  Lester,  M.D.,  Brooklyn. 

Secretary's  Report.,  i?>c)6-'i)j. 

During  the  last  year  we  have  lost  by  death  one  member.  Dr. 
J.  I.  Noyes  of  Providence,  who  was  elected  to  fellowship  in 
1895,  and  by  resignation  four  members,  Dr.  A.  C.  Getchell, 
Worcester,.  Dr.  J.  W.  Brannan,  New  York,  Dr.  Geo.  E.  Brewer, 
New  York,  and  Dr.  J.  E.  Boylan,  Cincinnati.  With  the  newly 
elected  members  we  now  number  one  hundred  and  fifty-three. 

Treasurer's  Report.,  iSc)6-\jj. 
Receipts. 

Balance  from  1896  account $38.02 

From  dues  i896-'97  and  other  sources      .     .      .      695.00 

$733  02 

Disbursements. 

Postage $19.17 

Incidentals 27.60 

Printing    programmes,     circulars,     envelopes, 
printing  and  binding  400  copies  transactions 
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for    1896,   engraving  certificates,   service  of 
stenographer,  typewriter,  detail  work,  etc.  .   $510.60 

Servants   and    other    expenses    1896    meeting 

Academy  of  Medicine 18.00 

Postages  on  programmes 8 .  00 

$583-37 


9733  02 
583  37 


Balance  to  credit ...  $149  65 

L.  C.  Cline,  J 

Sargent  F.  Snow,        .-  Auditing  Cojujjiittee. 

John  A.  Thompson,  ' 

The  Committee  on  Nominations  reported  the  following  names 
for  ofiBcers  for  iS97-"98: 

Presidejit—V^m.  H.  Daly,  M.D..  Pittsburgh. 
Vice-Presidents— A.  W.  Calhoun,  M.D.,  Atlanta. 
J.  E.  Schadle,  M.D.,  St.  Paul. 
J.  A.  Thompson,  M.D.,  Cincinnati. 
A.  G.  Root,  M.D.,  Albany. 
Secretary  and  Treasurer — Robt.  C.  Myles,  M.  D.,  Xew  York. 
Council—].  E.  H.  Nichols,  M.D.,  New  York. 

H.  Holbrook  Curtis,  M.D.,  New  York. 
Lewis  A.  Coffin,  M.D.,  New  York. 
Wendell  C.  Phillips,  M.  D. ,  New  York. 
EwangW.  Day.  M.D.,  New  York. 
Chas.  W.  Richardson,  M.D.,  Washington. 
S.  E.  Solly,  M.D.,  Colorado  Springs. 

The  Committee  also  recommended  that  Pittsburgh  should 
be  the  next  place  of  meeting. 

The  President  then  read  letters  and  telegrams  of  greeting 
from  absent  members  and  also  letters  of  regret  from  foreign 
members. 

The  Secretary  was  then  instructed  to  cast  the  ballot  of  the 
Society  for  the  officers  as  named  in  the  list  proposed  by  the 
Nominating  Committee. 

A  unanimous  vote  of  thanks  was  extended  to  the  retiring 
President  and  Dr.  Richardson  for  the  admirable  way  in  which 
provision  had  been  made  for  the  success  of  the  meeting,  and 
for  the  personal  comfort  and  enjoyment  of  the  members. 


Business  Meetings.  i35 

After  short  speeches  by  the  incoming  and  out-going  Presi- 
dents the  Third  Annual  Meeting  of  the  Society  was  declared 
adjourned. 
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1S97. 
FELLOWS. 

Elected. 

1895.    Adams,  John  L. ,  17  West  45th  Street,  New  York,  N.  Y. 

1895.  Arnold,  J.  Dennis,  530  Sutter  Street,  San  Francisco,  Cal. 
1S95.    Bartlett,  Edwin  W.,  422  Jefferson  Street,  Milwaukee,  Wis. 

1896.  Battle,  S.  Westray,  13  Church  Street,  Asheville,  N.  C. 
1895.    Berens,  Bernard,  2002  Chesniit  Street,  Philadelphia. 
1895.    Berens,  T.  Passmore,  loi  Park  Avenue,  New  York,  N.  Y. 
1895.    Billings,  John  H.,  249  Madison  Avenue,  New  York,  N.  Y. 

1895.  Brown,  Dillon,  40  East  57th  Street,  New  York,  N.  Y. 

1896.  Browne,  Lennox,  36  Weymouth  Street,  London,  England. 

1897.  Bulette,  Wilbur  W.,   5lh  and  Santa  Fe  Avenues,  Pueblo, 

Col. 
1895.    Calhoun,  A.  W. ,  62  Marietta  Street,  Atlanta,  Ga. 
1895.    Chapman,  S.  Hartwell,  193  Church  Street,  New  Haven, 

Conn. 
1895.   Cheatham,  Wm. ,  303  West  Chesnut  Street,  Louisville,  Ky. 
1895.    Christy,  T.  C. ,  Westinghouse  Building,  Pittsburgh,  Pa. 
1895.   Claiborne,  J.  H.,  39  West  36th  Street,  New  York,  N.  Y. 

1895.  Clemens,  James  B.,    148   West  34th  Street,   New  York, 

N.  Y. 

1896.  Cline,  Lewis  C,  42  East  Ohio  Street,  Indianapolis,  Ind. 

1897.  Cobb,  Frederic  C,  11  Marlborough  Street,  Boston,  Mass. 
1895.   Coffin,  Lewis  A.,  145  West  i2.th  Street,  New  York,  N.  Y. 

1895.  Coggeshall,    Henry,    102    East  57th   Street,    New   York, 

N.  Y. 

1896.  Cox,  Charles  N.,  257  Jefferson  Avenue,  Brooklyn,  N.  Y. 

1897.  Crockett,  Eugene  A.,  226   Marlborough    Street,  Boston, 

Mass. 
1895.   Culbert,  Wm.  Ledlie,  118  Madison   Avenue,   New  York, 

N.  Y. 
1895.    Curtis,  H.  Holbrook,    118   Madison  Avenue,  New  York, 

N.  Y. 

1895.  Dabney,  S.  G.,  216  West  Chesnut  Street,  Louisville,  Ky. 

1896.  Daly,  W^m.  H.,  516  Market  Street,  Pittsburgh,  Pa. 
1895.    Day,  Ewing  W. ,  Westinghouse  Building,  Pittsburgh,  Pa. 
1895.   Dench,  E.  B.,  17  West  46th  Street,  New  York,  N.  Y.  . 

1895.  Dessar,  L.  A.,  25  West  53d  Street,  New  York,  N.  Y. 

1896.  Douglas,  O.  B.,  123  East  36th  Street,  New  York,  N.  Y. 
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1895.    Dunn,  John,  314  East  Franklin  Street,  Richmond,  Va. 
1895.    Evans,  T.  C,  410  West  Chesnut  Street,  Louisville,  Ky. 
1895.    Fitzpatrick,  T.  Y.,32  Eighth  Street,  Cincinnati,  O. 
J895.   Freeman,  Walter  J.,  1702  Locust  Street,  Philadelphia,  Pa. 
1895.    Fridenberg,    Edward,  242    Lenox    Avenue,    New  York, 
N.  Y. 

1895.  Frothingham,  Richard,  19  East  38th  Street,  New  York, 

N.  Y. 
1897.    Fryer,  B.  E.,  520  East  9th  Street,  Kansas  City,  Mo. 

1896.  Fulton,  John  F.,  350  St.  Peter  Street,  St.  Paul,  Minn. 

1897.  Gildea,  P.  F.,  2  Cascade  Avenue,  Colorado  Springs,  Col. 
1896.   Gougenheim,  Archille,  73  Boul.  Hausmann,  Paris,  France. 
1896.   Grant,    Dundas,    8    Upper  Wimpole    Street,     Cavendish 

Square,  W\,  London,  England. 
1896.   Grayson,  Charles  P.,  251  South  Sixteenth  Street,   Phila- 
delphia, Pa. 

1896.  Green,  J.  Orne,  182  Marlborough  Street,  Boston,  Ma.ss. 

1897.  Grove,  G.  W.  206  Rialto  Building,  Kansas  City,  Mo. 
1896.   Gruber,  Joseph,  Vienna. 

1895.  Haddock,  Chas  W.,  14  Bartlett  Street,  Beverly,  Mass'. 

1895.  Hall,  G.  P.,  Galveston,  Texas, 

1895.  Halsted,  Thomas  H.,  427  S.  Salina  Street,  Syracuse,  N.  Y. 

1895.  Hengst,  D.  A.,  515  Penn  Avenue,  Pittsburgh,  Pa. 

1895.  Hepburn,  Neill  J.,  369  West  23d  Street,  New  York,  N.  Y. 

1896.  Heryng,  T.,  Warsaw. 

1896.  Hill,  J.  F.,  119  Main  Street.  Waterville,  Me. 

1896.  Hinkel,  F.  W.,  305  Delaware  Avenue,  Buffalo,  N.  Y. 

1895.  Hobbs,  Arthur  G.,  Atlanta,  Ga. 

1895.  Hodges,  R.  C,  520  Travis  Street,  Houston,  Texas. 

1895.  Holt,  E.  E.,  Portland,  Me. 

1896.  Hopkins,  Wm.  E.,  803  Sutter  Street,  San  Francisco,  Cal. 
1895.  Hubbard,  D wight  L.,  117  West  93d  St.,  New  York,  N.  Y. 
1895.  Hyatt,  Franck,  1022  14th  St.,  N.  W.,  Washington. 

1895.  Jack,  F.  L.,  215  Beacon  St.,  Boston,  Mass. 

1896.  Joachim,  Otto,  124  Baronne  St.,  New  Orleans,  La. 
1896.   Joal,  Joseph,  Paris. 

1896.  Johnson,  Walter  B.,  Paterson,  N.  J. 

1896.    Karwowski,  Coastantis,  Warsaw. 

1896.    Kimball,  Irving  E.,  Portland,  Me. 

1896.   Kinney,  C.  W.,  117  West  93d  St.,  New  York,  N.  Y. 

1895.  Kirkpatrick,  E.  A.,  Pleasant  St.,  Halifax,  N.  S. 

1896.  Knowles,  W.  F.,  Hotel  Berkeley,  Boston,  Mass. 
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1897.   Koyle,  F.  H.,  i  Hakes  Ave.,  Hornellsville,  N.  Y. 
1896.   Kyle,  D.  Braden,  15 17  Walnut  St.,  Philadelphia,  Pa. 

1895.  Landfried,  C.  J.,  136  Gravier  St.,  New  Orleans,  La. 

1896.  Lederman,  M.  D.,  128  East  60th  St.,  New  York,  N.  Y. 

1897.  Lester,  John  C,  179  Schermerhorn  St.,  Brooklyn,  N.  Y. 

1895.  Levy,  Robert,  300  Cal.  Building,  Denver,  Col. 

1896.  Lewis,  Robert,  Jr  ,  14  East  45th  St.,  New  York,  N.  Y. 

1897.  Libby,  George  P.,  819  Congress  St.,  Portland,  Me. 
1895.   Loeb,  H.  W.,  303  N.  Grand  Ave.,  St.  Louis,  Mo. 

1895.  Logan,  James  E.,  1208  Wyandotte  St.,  Kansas  City,  Mo. 

1896.  Luc,  H.,  54  Rue  de  Varenne,  Paris,  France. 

1895.  Mabon,  John  S.,  515  Penn  Ave.,  Pittsburgh,  Pa. 

1896.  MacDonagh,  Geo.  R.,  Toronto,  Canada. 

1896.  Mcintyre,  John,  179  Bath  St.,  Glasgow,  Scotland. 

1896.  Malcolm,  P.  E.  D.,  118  Madison  Ave.,  New  York,  N.  Y. 

1896.  Mackuen,  Hudson  G.,  1419  Walnut  St.,  Philadelphia,  Pa. 

1896.  Martin,  A.,  Paris. 

1896.  Martin,  W.  A.,   Spring  Valley   Building,   Cor.    Stockton 

and  Geary  Sts.,  San  Francisco,  Cal. 

1897.  McAuliffe,  G.  B.,  145  East  62nd  St.,  New  York,  N.  Y. 
1896.   Mial,  L.  L.,  145  West  12th  St.,  New  York,  N.  Y. 

1895.  Miller,  Frank  E.,  121  West  34th  St.,  New  York,  N.  Y. 

1896.  Miller,  Lewis  H.,  14  Spencer  PI.,  Brooklyn,  N.  Y. 
1895.  Morgenthau,  Geo.,  Venetian  Building,  Chicago,  111. 

1897.  Morse,  Henry  Lee,  112  Marlborough  St.,  Boston  Mass. 
1897.  McKernon,  James  F.,  116  West  48th  St.,  New  York,  N.Y. 
1897.  McReynolds,  John  O. ,  Dallas,  Texas. 

1895.  McShane,  Augustus,  403  Baronne  St.,  New  Orleans,  La. 

1897.  Mullen,  J.  Aloysius,  Houston,  Texas. 

1895,  Munger,  Carl  E.,  Waterbury,  Conn. 

1895.  Myles,  Robert  C,  46  West  38th  St.,  New  York,  N.  Y. 

1895.  Nichols,  J.  E.,  4  East  43d  St.,  New  York,  N.  Y. 

1895.  *Noyes,  J.  I.,  53  Jackson  St.,  Providence,  R.  I. 

1895.  O'Dwyer,    Joseph,     967     Lexington    Ave  ,    New    York, 

N.  Y.  ' 

1896.  Onodi,  Adolph,  Budapest. 

1896.  Owsley,  Frederick  D.,  100  State  St.,  Chicago,  111. 

1896.  Parker,  Edward  F.,  70  Hasell  St.,  Charleston,  S.  C 

1895.  Phillips,  Wendell  C,  350  Madison  Ave.,  New  York,  N.  Y. 

1896.  Pierce,  Nerval  H.,  31  Washington  St.,  Chicago,  111. 
1896.  Politzer,  A.,  Vienna. 

1895.   Pooley,  Thos.  R.,  107  Madison  Ave.,  New  York,  N.  Y. 
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896.  Powell,  Stephen  C. ,  Newport,  R.  I. 
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